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Lecture II. 


DIAGNOSIS AND TREATMENT. 


THE symptoms of which the patient complains serve merely to indicate 
the necessity for careful objective examination, on the result of which 
depend the diagnosis and, consequently, the treatment proper to be 
pursued. The examination involves a complete investigation in the 
first place of the condition of the pelvic organs and tissues, and in 
the next of the condition and functions of the rest of the body. The 
pelvic exploration includes inspection, palpation and percussion of 
the lower part of the the abdomen; vulvar and vaginal examination 
by inspection and palpation and sometimes by the use of the sound 
and speculum, rectal examination, and abdominal palpation with the 
help of a finger in the vagina and one in the rectum. In a case of 
pelvic inflammation in the female none of these methods should be 
neglected, and by their means it is generally possible to obtain fairly 
accurate information as to the nature of the condition with which 
we have to deal. Since the indications for treatment depend on the 
results of examination, it will be convenient to consider the two 
subjects together. 


PUERPERAL PEtvic INFLAMMATIONS. 


The puerperal state has been seen to be the commonest occasion 
for the origin of pelvic inflammations generally; of 260 cases, 176, 
or nearly two out of three, could with great probability be referred 
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to the last pregnancy, ending either at full term or in abortion. 
The symptoms of infection may arise early in the first two or three 
days, or later, in the second or third week. Frequently the symptoms 
are only observed when the patient begins to get up, towards the end 
of the second week, but it is probable that more careful observation 
at an earlier date would show in the great majority even of these 
cases some indication of abnormality in temperature, pulse, lochia, 
or other symptoms. The worst cases are those in which infection 
takes place during or soon after delivery ; a chill or rigor with marked 
rise of temperature and the usual symptoms of fever occurs usually 
within 48 hours, attended sometimes with pain and usually with 
tenderness on pressure in the lower part of the abdomen. The lochia 
sometimes dry up; where the infection is due to saprophytes, the 
discharges become foul; in the worst cases of streptococcal infection 
they may be normal in naked eye appearance and amount, as well 
asin odour. On pelvic examination within the first two or three days 
after infection the vagina is hot and may be dry, the uterus is tender 
and flabby, and there is a general feeling of bogginess of the tissues ; 
around the uterus nothing definite can be made out. The patient 
may die of acute toxemia without developing more distinct local 
signs. At the beginning of the infection a leucocyte count is of 
importance in prognosis, a high percentage being of good omen, and 
a low one unfavourable. The early formation of a distinct inflam- 
matory exudation is a favourable sign, as indicating the local re- 
sisting power of the tissues. 

If the patient survives, the signs alter in the course of a few 
days as the local barriers to the spread of infection begin to be 
formed. From the sero-fibrinous exudation at first thrown out a 
deposit of fibrin takes place ; the serum drains away or may accumulate 
in the peritoneal cavity, and especially in Douglas’s pouch. The 
tissues in which fibrin is deposited are brawny and of board-like 
hardness, and from the shape and position of such a brawny tumour 
an inference can be drawn as to the part affected. In cellulitis the 
portion of the cellular tissue most commonly involved is that at the 
base of the broad ligament on one side, and here a more or less conical 
tumour forms with its truncated apex at the isthmus of the uterus, 
which is sometimes pushed towards the opposite side; and with its 
outer end or base spreading widely over the side and posterior wall 
of the pelvis, as well as upwards over the brim into the iliac fossa; 
the vaginal fornix is obliterated and the vaginal wall pushed down- 
wards by the lower surface of the tumour, which is usually concave 
and extends low down on the side of the pelvis. Through the rectum 











Serene 








Wilson: Pelvic Inflammation 97 


the brawny hardness may be felt extending backwards on the pelvic 
wall as far as the middle line, involving the utero-sacral fold and 
coming close to the side of the gut. Frequently at this stage the 
hardness extends to some extent towards the other side behind and 
in front of the supra-vaginal cervix, and the swelling may open up 
the layers of the broad ligament, the uterus being apparently em- 
bedded in the side of the tumour. The upper abdominal surface of 
the swelling is usually well defined, but tender. 

If the peritoneum is the part affected the fibrinous deposit takes 
place on the surface of the serous membrane and in the connective 
tissue immediately below it as well as on the surface and in the 
walls of the organs in contact with it, especially of the large and 
small intestine and omentum. When the peritonitis extends above 
the brim of the pelvis a fixed tender hardness is felt in the lower part 
of the abdomen, the upper border of which is not well defined, partly 
by reason of the accompanying distension and muscular resistance, 
and partly because the upper border of the indurated tissue gradually 
shades off. The upper part of such a swelling is resonant on percus- 
sion, being formed of coils of intestine with thickened walls. On 
vaginal and rectal examination the whole pelvis is roofed in by a 
firm board-like hardness, from the middle of which the vaginal cervix 
projects downwards. From the cervix the hardness extends in curved 
surfaces, with the concavity downwards, to the sides of the pelvis, 
over which it spreads widely. Through the rectum it is made out 
that the tissues behind the uterus and above the vagina are hardened, 
and that the utero-sacral folds are frequently infiltrated and encroach 
on the lumen of the gut. Behind the upper part of the wall of the 
vagina a tongue-like process is commonly felt extending downwards 
in the recto-vaginal septum for some distance, usually ending below in 
a sharp border. All these changes as felt by the vagina and rectum 
affect the sub-peritoneal layer of connective tissue, that is to say 
they are the signs of a general pelvic cellulitis; but in such cases the 
further progress of the case shows that the cellulitis is secondary to 
peritonitis which constitutes the primary and principal affection. 

In many cases an accumulation of serum takes place in the peri- 
toneal cavity in one or several loculi and in this case the principal 
collection is found as a rule in Douglas’s pouch. A tender fixed 
median supra-pubic swelling may extend as high as the umbilicus; 
the contour may be fairly well defined; percussion shows that the 
upper and lateral parts of the tumour are formed by adherent in- 
testine, the lower portion above the pubes being dull. Internal ex- 
amination shews that the cervix is pushed upwards and forwards 
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behind the pubes, and that a rounded, tense or yielding, elastic swell- 
ing extends downwards to a considerably lower level, filling the pelvis, 
and flattening the rectum against the posterior pelvic wall. On 
abdominal examination the body of the uterus can frequently be 
distinctly felt on the front of the tumour. Apart from the history 
such a tumour might contain serum, blood or pus. Blood would be 
found if the history was that of a ruptured tubal gestation. Under 
the conditions we are now considering (infection following parturi- 
tion or abortion) the contents would be serum or pus, and the solution 
of the question as to which of the two is present has to be sought in 
the general condition of the patient and in the accompanying physical 
signs. Where the contents are serous the aspect and general con- 
dition of the patient are less grave; the temperature is raised, but is- 
not so constant and not so high as in a case of suppuration; the 
consistence of the tumour is more elastic, like that of a thin-walled 
cyst. When suppuration has taken place there is as a rule a con- 
siderable amount of brawny hardness of the surrounding tissues, and 
the vagina and cervix are edematous and swollen, and dark bluish 
in colour. A determination of the proportion of leucocytes present 
in the blood is often of value, although in the early acute cases a 
leucocytosis of 15,000 or more is frequent even when the exudation 
is merely serous. In suppuration the blood count may be no higher 
at first, but is more persistent, or shows a gradual increase. 

When septic infection spreads by way of the veins the pelvic 
signs at first are those of an inflammation of the uterus, which re- 
mains tender and enlarged, usually flabby, of the consistence of wash 
leather, but later becoming harder. The tissues around the uterus 
remain soft, but it is often possible to make out small tender cords 
or nodules formed by the thrombosed veins. As the infection pro- 
gresses repeated rigors occur with a rise of temperature to 103°, 104°,. 
or higher, followed by remission; and these together with the slight- 
ness of the physical signs discovered on a careful pelvic examination. 
are characteristic. 

A late puerperal infection, that is to say one in which the symp-- 
toms first became marked towards the end of the second week or later, 
is usually due to pelvic cellulitis, to phlebitis, or to upward spread 
of a gonorrheal infection. 

In the early stages of puerperal infections the indications for 
treatment are: 

1. To attempt to limit the entry and spread of the infecting organ-. 
isms, and 

2. To support the patient in her fight against the invasion. 
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The first indication is met by cleansing the uterus and vagina 
and by keeping the patient absolutely at rest, every movement appear- 
ing to favour the spread of organisms further into the tissues. The 
cleansing should be undertaken without the slightest delay on the 
first onset of suspicious symptoms, and is best effected by the use of 
the finger to explore the uterus and remove any portions of placenta 
or membranes that may be left behind, followed by a copious douche 
of many pints of salt solution or of some mild antiseptic; afterwards, 
the employment twice or three times a day of large vaginal douches 
of weak lysol or izal solutions is advisable. The use of the curette 
in these cases is to be deprecated on at least three grounds: it is 
impossible to tell when the uterus is empty; it is particularly easy 
in the soft condition of the uterine muscle to cause injury or even 
perforation; and finally by removing the superficial layers of the 
endometrium the barriers of fibrin and phagocytes are removed and 
fresh blood and lymph vessels are opened up for the free entry of 
germs. 

The second indication, to support the patient in the struggle, is 
to be met by absolute rest to spare her strength; by nourishing diet, 
suitable to the state of the digestive organs, to keep up her strength; 
by quinine in large doses, as a general and nervine tonic, and for 
its effect in promoting leucocytosis; by sponging the skin with tepid 
water when the temperature rises above 103°; by attention to the 
regular evacuation of the bowels; by the administration of alcohol 
in regulated doses or of hypodermic injections of strychnine when 
the use of these drugs is indicated by the state of the pulse, tongue, 
or skin; and by the relief of pain, in the first place by the application 
of heat to the lower part of the abdomen, and in the second by the 
administration of belladonna or morphia in the smallest possible 
effective doses. 


In addition to these means, methods have been devised with 
the purpose of directly antagonizing the germs or neutralizing 
their toxins. Most of them have so far not advanced beyond the 
experimental stage. Of those to which I have given a fair trial may 
be mentioned antistreptococcic serum which has occasionally ap- 
peared to me to be of service in appropriate cases; and collargol in 
subcutaneous injections, or by inunction in the form of Credé’s 
ointment, which has produced no obvious effect. 

In the early stages of pelvic inflammation surgical methods are 
indicated when pus has formed, or where a tense elastic swelling is 
present in Douglas’s pouch. In the latter case an incision by knife 
or scissors is made immediately behind the cervix and extended as 
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far as may be necessary to each side; the lateral portions should be 
inclined backwards, so as to make the whole incision convex forwards. 
When the fluid is evacuated the opportunity is taken to ascertain 
the condition of the appendages by bimanual examination. The 
cavity is afterwards packed loosely with iodoform gauze, and this 
is changed every second day. The relief afforded by this method of 
treatment is often marked and immediate; and the relief of tension 
appears to have a considerable effect in limiting the degree of the 
inflammation as well as its spread. 

When pus has formed it should be let out at the earliest possible 
moment by the nearest route. Where it has collected in Douglas’s 
pouch the posterior vaginal incision is used; for abscess in the lateral 
cellular tissue an incision one inch above and parallel with the middle 
two-fourths of Poupart’s ligament is carried down through the ten- 
don of the external oblique muscle and the transversalis fascia into 
the sub-peritoneal space. When the pus collects in a space in the 
peritoneal cavity above the pelvic brim an incision must be made 
directly into the abscess cavity. In any case great care has to be 
taken not to open up the general peritoneal cavity; the pus is re- 
moved by swabs or by gentle local irrigation, and the cavity freely 
drained by rubber tubes or gauze. 

In the early stages of puerperal infection treatment by more 
radical operations offers little chance of success. Patients who are 
gravely septic bear anesthetics and operations very badly. On the 
other hand recovery often takes place without the aid of surgery 
in cases that appear practically hopeless. Most of the patients oper- 
ated upon under these conditions die, and it is open to doubt whether 
the few who survive do so because of or in spite of the operation. 
My own experience of removal of the uterine appendages with or 
without the uterus in 6 cases of recent puerperal septic and pyzemic 
conditions has not been such as to encourage me to add to it; in none 
of the patients was death prevented; while in at least three it was 
hastened. 

The main indication is to let out pus, and afford drainage; care 
should be taken not to interfere with the protective barriers set 
up by nature, and especially not to be too vigorous in cleaning away 
fibrinous exudations and breaking down the adhesions that shut off 
the general peritoneal cavity. 


GonococcaL Petvic INFLAMMATIONS. 


In rare cases gonorrhea may lead within two or three weeks of 
the infection to a virulent and spreading peritonitis. Much more 
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commonly the inflammation only spreads upwards into the tubes 
and peritoneum after the lapse of months, or sometimes even years. 
The relation of the infection to pregnancy and the puerperium is of 
peculiar interest not only from the scientific point of view, but from 
that of the practising obstetrician. In married women a severe vulvo- 
vaginal and cervical gonorrhea is not very common; the great 
majority of infections are due to marriage with men in whom gon- 
orrhea of more or less ancient date has never been thoroughly 
cured. Some practitioners hold the opinion that gonorrhea once 
acquired never entirely clears up, but this is undoubtedly a 
gross over-statement. In the circumstances attending marriage a 
gleet however slight is apt to become more virulent, and gonococci 
become implanted, usually in the cervix and in the urethra; the 
resulting catarrhal inflammations are frequently slight and attended 
by a trifling sense of local irritation, white or yellowish discharge, 
and some heat and frequency in micturition, all which symptoms 
may pass off in the course of a few weeks. If the patient conceives, 
the discharge and local irritation may become more marked, but 
are commonly supposed to be due to the pregnancy. When delivery 
takes place either in the earlier months or at full term, the gonococci 
find conditions favourable for their growth and development, and 
extension upwards into the body of the uterus, and thence into the 
Fallopian tubes and peritoneal cavity, is particularly apt to occur. 
This upward spread takes place gradually; at first the endometrium 
is invaded, as is shown by the lochia becoming more profuse and 
continuing to be bloody for a longer time than usual, and perhaps 
by a little local uneasiness, especially in connection with the bladder; 
after a few days the tubes become involved, but this only gives rise 
to a little uneasiness or dull aching pains in the sides of the lower 
part of the abdomen; finally the infection spreads into the peritoneal 
cavity and then, for the first time, the local pains become severe, and 
the temperature and pulse markedly raised. The apparent begin- 
ning of a gonorrheal inflammation in the second or third week or 
even later after delivery is thus explained, the upward extension 
taking a certain time to develop. 

The physical examination of such a case before the peritoneum 
is invaded may show thickening in the course of the Fallopian tubes, 
more easily observed in the inner part near where they join the 
cornua of the uterus. As a rule, however, attention is not called 
to the pelvis until the peritoneum is involved, and then the signs of 
a localized peritonitis are present with an amount of serous effusion 
into the cavity, and of induration of the surrounding tissues, varying 
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with the severity of the inflammation. In some cases puerperal gon- 
orrheal infection sets in suddenly with fulminating symptoms of 
peritonitis, but even in these cases the symptoms in the course of 
two or three days frequently undergo a remarkable change for the 
better at the same time as the local signs become those of a limited 
pelvic peritonitis. 

The diagnosis of the gonorrheal nature of a case of puerperal 
infection, as of gonorrhea generally, depends upon the recognition 
of gonococci in the discharge from some of the infected surfaces ; 
search has to be made in the secretions of the urethra and cervix, 
and in the lochia. The lochia, at first bloody, later become purulent 
or mucopurulent, often of a greenish colour. Other indications 
may be present. If pressure on the urethra from above downwards 
discloses the presence of opaque secretion, that is in itself suspicious, 
and the suspicion becomes more marked if Skene’s ducts contain 
such secretion, even in minute quantity; sometimes these ducts are 
felt to be thickened, hard, and tender, and occasionally the whole 
urethral wall is thickened and indurated. Much less commonly the 
ducts of Bartholin’s glands are inflamed and contain purulent secre- 
tion which can be pressed from them, or the orifices of the ducts are 
surrounded by a red areola; or the glands themselves are hard, tender 
and enlarged by inflammation. In the presence of any of these 
signs in connexion with the urethra or Bartholin’s gland a pre- 
sumption of infection by the gonococcus is raised, but remains merely 
a presumption, since the same changes may be due, though rarely, 
to other causes. The affection of the infant by purulent ophthalmia, 
which, in the great majority of cases, is due to infection by the 
gonococcus, may be an important indication of the nature of the case. 
The late onset of the infection in the puerperium, and the condition 
of the discharges, are also suggestive, but the diagnosis can only 
be made certain by the discovery of the gonococcus. In the early 
stages of the disease this is easy, the organisms being present in enor- 
mous numbers, but soon the gonococcus becomes crowded out by 
the growth of other germs, and after the lapse of a few weeks its 
detection becomes difficult or even impossible. 

The treatment of a case of acute gonorrheal peritonitis is con- 
ducted on the usual principles, with the addition of attention to the 
inflammation of the accessible portions of the tract, the vulva, vagina, 
and cervix. Where there is severe acute inflammation of this part 
of the tract, absolute rest in bed is indicated, together with the 
use of bland and unirritating douches. Even when the infection 
has not penetrated to the tube or peritoneum it is best in the acute 
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stage of gonorrhea not to attempt any heroic measures to cut short 
the affection, such treatment rendering the upward spread of the 
disease more likely. When the acute signs subside, applications to 
the affected surfaces of a two or three per cent. solution of nitrate 
of silver may be made with advantage. 


Susacute Petvic INFLAMMATIONS. 


When an acute attack of puerperal, gonorrheal, or other in- 
flammation begins to subside, nature undertakes the task of clearing 
away the inflammatory exudation and other débris resulting from 
the struggle. In equal steps with the improvement in the local 
signs and general condition of the patient, absorption of the more 
recent exudation goes on, and gradually the signs of peritonitis, with 
its accompanying cellulitis, are replaced by those proper to the under- 
lying condition of the tubes or ovaries, the uterus returning more 
or less completely to its natural position. Remains of hard, brawny 
exudations may persist for some time, most commonly on the side 
of the pelvis, on which in many cases of pyosalpinx a hard, uneven 
elevation is felt, widely spreading over the surface. Absorption of 
this exudation, and of the collections of serous fluid in the peritoneal 
cavity takes place with varying rapidity; sometimes a tumour of 
considerable size will disappear in the course of two or three weeks; 
in other cases the swelling subsides to some extent, but remains 
considerable for many months, and this appears to depend commonly 
on collections of pus in the ovary or tube. 

The amount of recovery after an attack of severe inflammation 
is often surprising, and may be so complete that conception takes 
place promptly, and the patient may even pass through the resulting 
pregnancy with comparatively little disturbance. In a very large 
proportion of the cases, however, recovery is only partial, the organs 
and pelvic peritoneum remaining in a state of subacute or chronic 
inflammation, and the patient suffering more or less severely from the 
various chronic symptoms that have already been detailed, or fre- 
quently experiencing repeated acute attacks. In some cases these 
attacks gradually decrease in severity, and after the second or third 
there is no recurrence. Such a course has appeared to me to be 
more frequent after infection by the pyogenic organisms. A typical 
case of this kind was the following :— 

B. J., aged 25, was admitted to the Birmingham General Hospital 
on theeighth day of labour with a retained placenta and pelvic ab- 
scess ; the leucocyte count was 24,000, temperature 101°, the pulse 116. 
Pus, giving a pure culture of streptococcus pyogenes, was evacuated 
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by a posterior vaginal incision and the patient was discharged a 
month later. Three months after the labour she was readmitted 
with an acute attack of pelvic peritonitis. There was a mass chiefly 
in the right posterior quarter of the pelvis, temperature 100°8°, 
blood count 9,000, pulse 112. With rest in bed the attack promptly 
subsided. Three months later she was admitted with a third attack 
of acute pelvic peritonitis, attended with considerable exudation be- 
hind the uterus. The general appearance was good, temperature 
98°4,° pulse 76, leucocyte count 11,700. Through a posterior vaginal 
incision serous fluid was let out, which gave a feeble growth of staphy- 
lococcus albus. Bimanual examination with two fingers through 
the incision showed that there was a small swelling about each set 
of appendages, probably due to matting. The patient made a good 
recovery and has remained well since. Here the streptococci died 
out completely in less than 6 months, and the successive attacks of 
acute pelvic peritonitis gradually diminished in severity. 

In other cases the acute symptoms soon subside, the patient 
returning to work, and remaining fairly well, even for long intervals, 
and then on slight occasion developing a dangerous illness. Such 
a case occurred in a woman, M. D., aged 22, who had had a six 
months’ miscarriage 15 months before admission, and had made a fair 
recovery. Three days before admission the patient was at work, in 
the course of which she made a sudden turning movement which 
appeared to cause something to give way in the lower part of the 
abdomen. On admission she was gravely ill, and was constantly 
vomiting; temperature 101°, pulse 182, leucocyte count 28,000. A 
double tumour was present in the posterior part of the pelvis; ab- 
dominal distension and rigidity prevented the determination of the 
upper border of the swelling. Eight days later the patient was very 
much better, temperature varying from 98° to 101°, pulse 100, leu- 
cocytes 17,000. The mass was now well defined, very much larger, 
and extended upwards to the umbilicus. Fourteen days later the 
swelling had nearly subsided into the pelvis, the temperature and 
pulse were normal, the leucocyte count 11,500. A diagnosis of double 
pyosalpinx was made, and 5 weeks after admission the abdominal 
radical operation was performed, both tubes being found distended 
with pus. A small collection of pus was also present in a pouch 
among the intestines at a little distance above the pelvic brim; this 
pus and that from the tube both gave pure cultures of streptococcus 
pyogenes. The patient made a slow, but otherwise satisfactory 


recovery, and was discharged to a convalescent home six weeks after 
the operation. 
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Treatment during the subsidence of acute symptoms has to be 
directed towards aiding the patient to get rid of the débris. For this 
purpose the most important means is prolonged rest, until the acute 
symptoms have completely passed off. If arrangements can be made 
for much of this rest to be taken in the open air the patient conval- 
esces with greater rapidity. Nourishing diet suited to the digestive 
powers, careful attention to the excretions, and the administration 
of tonics, are the other important points in the general management 
of such a case. Means intended to promote absorption comprise the 
local use of copious hot vaginal douches, vaginal tampons saturated 
with glycerine, glycerine and ichthyol, with solutions of potassium 
iodide and vinum opii, or other agents. The application of iodine 
or of repeated flying blisters to the lower part of the abdomen are 
of less use. In many cases the local application of heat to the 
pelvis by means of an electric bath has appeared to me to be of 
decided service. In the more chronic cases the continuous administra- 
tion of small doses of mercury and potassium iodide as recommended 
by Professor John W. Taylor deserves a trial. When the acute 
symptoms have completely subsided, gradually increasing exercise, 
especially driving and walking, are of service, and a change of air 
and scene is indicated. For some months it is advisable for the 
patient as far as possible to keep her bed during the menstrual periods, 
and at any rate to be careful to avoid at this time any form of over 


exertion, whether at work or exercise, and particularly to avoid 
“catching cold.” 


At any time during the months succeeding the acute attack the 
question of operation may arise, and I find that among my operations, 
11 non-suppurative cases out of 83, and 29 suppurative out of 152 
were operated upon within a year after labour or abortion. Among 
the suppurative cases pus in the ovary and pelvic abscess formed 
the most frequent conditions calling for early operation, 12 cases 
of pelvic abscess out of a total of 41, and 12 of suppurating ovary 
out of a total of 31 being operated upon in these circumstances. The 
principal indications for early operation are found sometimes in the 
persistence of severe symptoms of fever, pains, and general illness, 
and at others in the occurrence of repeated acute attacks of pelvic 
peritonitis following each other at short intervals. In such cases 
it is important to wait whenever possible until there is a strong prob- 
ability that the pus has become sterile, a point to which I shall return 
later on. 
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Tue Curonic STAGE. 


In the chronic stage of pelvic inflammation, when active changes 
have long since ceased, the amount of local change varies enormously. 
In a large number of cases the only physical signs are those of ad- 
hesions, as shown by the immobility of organs which under normal 
circumstances are movable. The uterus is not unfrequently bound 
down in a position of retroversion by adhesions left after pelvic peri- 
tonitis, the adhesions being found most dense and abundant about the 
body of the uterus itself, the outer ends of the Fallopian tubes some- 
times remaining free in cases where infection has spread through the 
wall of the uterus into the peritoneal cavity. Where the spread has 
been by way of the tubes the adhesions are most abundant and firm 
in the neighbourhood of the peritoneal ostium. The adherent ovary 
does not slip from between the fingers in bimanual examination, 
so that it is particularly easy to palpate. The position of such an 
adherent ovary varies; sometimes it is plastered on to the side of 
the pelvis, a considerable interval intervening between it and the side 
of the uterus. More often it is adherent to the back of the broad 


ligament at a lower level than natural, often close to the side of 
the uterus. 


In many cases the signs of an old inflammation are more marked, 
and are to be found in matting together of the appendages to form 
a characteristic swelling, which is sometimes called the tubo-ovarian 
tumour. This tumour comprises the thickened Fallopian tube, ovary, 
and broad ligament, all of them adherent to each other, and the mass 
occasionally also adherent to other structures, especially the omen- 
tum, coils of intestine, and uterus. A vivid imagination may some- 
times trace the thickened tube in its course round the ovary, which 
forms a small firm mass in the middle and lower part of the lump. 
Where there are adhesions to intestine the apparent size of the tumour 
often varies remarkably at different times, being larger when the 
adherent coils are distended, and smaller when care has been taken 
to empty them before examination. The tubo-ovarian tumour is 
uneven on the surface and on the whole rounded or oval in shape; the 
consistence characteristically varies from part to part, the ovary 
forming a firm part of the tumour, the tube usually feeling less 
firmly solid, and any cyst that may be present in the ovary or in 
connexion with the layers of the broad ligament forming a softer 
portion. 

The mass is tethered more or less firmly by adhesions; there is 
tenderness, usually not very severe. In two-thirds or more of the 
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cases, the affection is bilateral, though usually the changes found 
differ on the two sides. A similar but smaller tumour may be present 
on the opposite side, or there may be merely the signs of an adherent 
ovary, or the uterus may be drawn over and adherent to the opposite 
side, in the absence of any obvious swelling in that situation. Ex- 
amination by the rectum enables the size, shape, and consistence 
of the tumour to be determined more accurately, and its relation to 
the back of the broad ligament and to the uterus to be more clearly 
defined. 

In other cases the tube is distended into a sac containing serum 
or pus. Hydrosalpinx forms a thin-walled cystic swelling; pyosalpinx 
a hard thick-walled tumour. In some cases where a hydrosalpinx 
is large the tumour forms a considerable swelling rising out of the 
pelvis into the lower part of the abdomen where it forms a more or 
less rounded, well defined tumour extending as high as or even 
higher than the umbilicus, not tender, and in this situation often 
possessing a certain amount of mobility. Bimanual examination 
shows that the uterus in the great majority of cases is on the front of 
the tumour, though occasionally it is found retroverted with the 
tumour lying above and in front. In the smaller cases the distended 
tube together with the ovary forms a mass varying in consistence 
from part to part, the ovary lying below in the midst of the tumour 
and feeling firm, while the dilated tube, softer and more yielding, 
curves round it. Where the hydrosalpinx has attained a greater 
size the outer end forms by far the larger portion, and it may some- 
times be made out that the inner end attached to the cornu of the 
uterus is thickened to the size of a finger or so, and characteristically | 
convoluted. The outer and lower part of the tumour is practically 
always densely adherent to the side of the pelvis or the back of the 
broad ligament, as is evidenced by lack of mobility. In the largest 
cases and in those where the uterus is retroverted the relation of the 
tumour to the uterine cornu is often difficult or even impossible of 
recognition. In a small number of cases a hydrosalpinx opens up 
the layers of the broad ligament and extends downwards towards 
the pelvic floor; in such cases the uterus is pushed forward and 
towards the opposite side and the physical signs are those of an 
intra-ligamentary ovarian cyst. In most cases of distended tube the 
appendages of both sides are affected, but as a rule not symmetrically. 
With a hydrosalpinx of fair size there may be found a 
smaller hydrosalpinx on the opposite side, or merely the signs of an 
adherent ovary, or of an ovary and tube thickened and matted to- 
gether, or the uterus may be drawn over and adherent to the opposite 
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side in the absence of any obvious swelling in that situation. A 
hydrosalpinx is not tender on pressure. Any tenderness that may 
be present is due either to the condition of the ovary or to that of the 
pelvic peritoneum. 

Pyosalpinx forms a hard, uneven and immovable tumour; the 
hardness depends on inflammatory thickening of the walls of the 
tube, and of the broad ligament and pelvic peritoneum as well as 
of the incorporated ovary. The consistence often varies at different 
parts; the pus tends to collect more in the outer, ampullary, portion 
of the tube, in which position there is accordingly often a softer and 
more yielding part. The mass is usually tender, though in chronic 
cases this sign may be entirely absent. The shape of the tumour 
is irregular and uneven. Occasionally it can be made out that 
there is a large, irregular, rounded tumour with a thickened firm 
prolongation uniting it to the cornu of the uterus. In the larger 
cases the shape is sometimes elongated and curved like that of a 
sausage or banana, and in the same cases the consistence, owing to 
the relative thinness of the walls and abundance of fluid contents 
is frequently softer and more cystic, sometimes resembling that of a 
hydrosalpinx. 

The physical signs are bilateral in more than two-thirds of the 
cases, but as in the case of hydrosalpinx, so here, the signs are usually 
not symmetrical. Where two large tumours are present they fre- 
quently come into close contact in the middle line, but it is generally 
possible to make out that a large mass filling up the posterior portion 
of the pelvis is double, by feeling an antero-posterior groove on the 
lower surface, either through the vagina or much more easily through 
the rectum. 

In the intercurrent acute attacks of pelvic peritonitis great variety 
in position is found in the physical signs; and these vary according 
as the peritoneum with its subjacent connective tissue is infiltrated 
and hardened (fibrinous peritonitis) or as collections of fluid form 
in the peritoneal cavity (serous peritonitis). The upper portion of the 
tumour is formed by adherent intestines and omentum, and con- 
sequently the upper limit feels ill defined on abdominal examination. 
As absorption takes place the induration diminishes irregularly, 
and gradually the physical signs of enlargement of one or both sets 
of appendages become marked. The induration tends to remain long- 
est as a rule on the outer and posterior pelvic wall where it may often 
be felt as an uneven, broadly adherent firm plate between the outer 
end of a pyosalpinx and the pelvic wall. 

In cases of pelvic inflammation, no matter to what germ the 
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disease may be attributed, it is of the greatest importance in deciding 
upon treatment to be able to diagnose whether pus has been formed. 
Help in making the diagnosis may be sought in the physical signs. 
In the early stages when, in the middle of hard, boardlike exudation, 
patches of softening make their appearance along with the general 
symptoms of suppuration, the presence of pus and its location become 
evident. In the presence of an acute intercurrent attack of pelvic 
peritonitis it is impossible to diagnose the presence of pus until the 
acute symptoms have passed off, and absorption of the recent inflam- 
matory products has taken place. Then, if the case be one of pyosal- 
pinx or of suppuration in the ovary, the resulting tumour is hard 
and nodular and usually firmly fixed by adhesion to the wall of the 
pelvis. If no pus be present the consistence is less dense and fre- 
quently thin walled, cystic portions may be made out, due usually 
to small cysts in the ovary or to hydrosalpinx. Much help is afforded 
by a leucocyte count in many cases, but this requires to be taken into 
consideration along with all the other symptoms and physical signs. 
The leucocyte count is merely a link in the chain of evidence, a strong 
one, no doubt, but still only a link. In acute intercurrent attacks 
of pelvic peritonitis the blood count is commonly found to be raised, 
being often 15,000 or more, even in non-suppurative cases. As the 
attack passes off, the blood count in such cases rapidly falls to 
normal. In suppurative cases, on the other hand, the count is some- 
times observed to increase or to remain for a considerable time above 
normal. The location of the pus has a marked influence on leuco- 
cytosis, collections in the peritoneal cavity as a rule giving a higher 
and more persistent blood count than collections in closed cavities, . 
as for instance in a pyosalpinx or suppurating ovary. The particular 
micro-organism present has also an influence. In attacks of acute 
gonorrhea] salpingitis the blood count is raised only to a moderate 
degree, usually not more than 14,000 or 15,000. In infection by 
the staphylococcus and streptococcus the blood count is frequently 
much higher. In tuberculous affections the number of leucocytes 
does not exceed, and often falls below the normal average; when 
it remains persistently high it points to the occurrence of a secondary 
infection by pyogenic or saprophytic organisms. In a doubtful case 
repeated estimation of the leucocytes is important and frequently 
enables us to form a correct opinion as to the presence of pus. 
When pus has been formed it is of great advantage to know whether 
it still contains living organisms or not. Where these are still 
present it is better, whenever possible, to postpone radical operation 
and to content ourselves with opening and draining abscess cavities 
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in the peritoneum or cellular tissue. Pathogenic and saprophytic 
germs in closed sacs usually die out quickly, but the time taken in 
the process varies very greatly. Nine months has been suggested 
as the time after which one may reckon with reasonable certainty 
on pus having last its virulence, but in many cases the germs dis- 
appear in a considerably shorter time than this. In some cases, on 
the other hand, they live much longer, and in one of the cases above 
related living streptococci were found in a pyosalpinx that ruptured 
fifteen months after its origin in parturition. 

The presence or absence of fever is no certain indication though 
it has some importance; in the majority of cases in which fever 
is persistent germ-containing pus is present, and therefore it is better 
to wait unless there are symptoms of urgency. A high leucocyte 
count usually means the presence of virulent pus, and where present 
it is also better to put off operation. In many cases, however, leuco- 
cytosis is present in cases of suppuration where the pus is sterile. 

The exploring needle may prove useful in obtaining pus from 
cases of pyosalpinx for the purposes of bacteriological examination, 
and when carefully used with aseptic precautions, the small puncture 
necessary is not likely to give rise to trouble. The puncture should 
be made through the vaginal fornix, after careful bimanual examina- 
tion to determine the probable situation of the pus. 

In chronic cases of pelvic inflammation it is frequently impossible 
to determine the germs which caused the condition, these having 
long ago died out. Where foul smelling pus is present the cause 
has been either some of the putrefactive organisms, or the bacterium 
coli commune, but even here the original cause of infection is often 
uncertain, because an old collection of pus may become secondarily 
infected by the bacterium coli penetrating through the wall of an 
adherent coil of intestine. This seems to be a not unfrequent occur- 
rence in tuberculous pyosalpinx, as was proved in a recent case of 
my own, and as I believe happened in at least two other instances. 
Where the pus in a pyosalpinx is sterile, and has no disagreeable 
smell, it is often impossible to tell whether it owes its origin to the 
gonococcus, or to the streptococcus or other pyogenic organisms. 
In many cases, however, even in the most chronic class it is possible 
to obtain some assurance of the nature of the case. The gonococcus 
has the peculiarity of affecting many different parts of the genital 
tract, and the inflammation caused by it tends to persist indefinitely ; 
frequently therefore evidence can be found in the state of the urethra, 
vulva, vagina, and cervix, which while stopping short of actual proof, 
nevertheless affords a strong presumption of the origin of the disease 
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of the appendages. Of 94 non-suppurative cases of all kinds, 20 
showed fairly conclusive evidence of gonococcal origin; included 
in these figures were 8 cases of hydrosalpinx out of a total of 23. 
Of 152 suppurative cases, 45 were believed on the clinical evidence 
to be gonococcal. In all probability in a considerable proportion of 
the remainder the gonococcus had been the effective agent, but had 
left no trace behind, other than the diseased appendages. Ina much 
smaller proportion of cases, 2 of the non-suppurative and 7 of the 
suppurative, evidence of syphilis was obtained, but it did not appear 
that this disease had given rise to the changes in the tube and ovary. 

The treatment of chronic cases of pelvic inflammation depends 
partly on the physical signs that are present, and still more upon the 
course of the affection. In some cases the disease has run its course, 
leaving only adhesions about the organs, which give rise to no symp- 
toms, the condition of the appendages being discovered so to speak 
accidentally ; such cases require no treatment of any kind. In other 
cases the complaints and symptoms which make up the clinical pic- 
ture of neurasthenia, are found in patients who have the signs of 
chronic adhesive pelvic peritonitis or salpingitis, and it becomes 
difficult to decide whether active treatment for the condition of the 
appendages is indicated. Often such patients complain more or less 
of pains in the genital zone, and of dysmenorrhea, and a vicious 
circle is set up, the weak general condition of the patient, and 
especially of her nervous system, magnifying any pains that are 
present, and the local disturbance in its turn causing deterioration of 
the general strength. Such patients are frequently of a neurotic 
stock, and included among them are many highly intellectual young 
women, sometimes tall and thin, but often below the average size, 
and slim in proportion. Patients in the same group frequently have 
a floating kidney, and occasionally suffer considerable inconvenience 
from that cause. They are generally women in the twenties or 
early thirties, and I have not been able to discover what becomes of 
their complaints after the age of 40. In them surgical treatment is 
usually of little benefit. The disuse into which the term “chronic 
ovaritis ” has fallen, has made it more and more difficult to label the 
cases, but has probably proved a gain to the patients. The condition 
appears to be due primarily to neglect of the elements of hygiene, 
to the want of proper exercise and fresh air, and to improper feeding. 
Often the teeth are defective, and as a result of all these causes the 
functions of digestion and assimilation become defective. 

In another group of patients with signs of salpingo-odphoritis 
the complaint is merely that of sterility. Sometimes in these cases 
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there is a temptation to suggest operation with a view to opening 
up the tubes. Before deciding upon such a course it is necessary to 
make sure that no trace of gleet remains in the cervix or urethra, 
and that there is none in the husband, otherwise the operation can 
hardly prove other than a failure. In the treatment of these cases 
there is no question of the ordinary routine treatment for sterility, 
that of dilatation of the cervix, and it is well to bear in mind that 
whenever there are physical signs however slight of old disease of 
the appendages, dilatation of the cervix is attended with very con- 
siderable risk. 

In other cases in which there are physical signs of old inflam- 
mation of the appendages, chronic complaints of pain of moderate 
severity, of dysmenorrhea, of menorrhagia, or of leucorrhea are 
made. In these cases the usual treatment of the symptoms by medical 
means generally suffices, but in ordering and carrying out such treat- 
ment it has to be borne in mind that a fresh acute attack may easily 
be set up. Surgical procedures which are usually of minor im- 
portance, such for instance as dilatation or curetting, and strong 
applications to the interior of the uterus are generally to be avoided, 
and where considered necessary should be undertaken with even 
more than the usual precautions. 

In patients who make their appearance for the first time during 
an intercurrent attack, it is often necessary to decide whether 
operation should be recommended at once, or whether medical treat- 
ment should be continued. Occasionally it may be necessary to 
operate at the height of an acute attack to endeavour to save the 
patient from imminent death. Usually the urgency is less, and ex- 
perience has proved that where it is possible to postpone operation 
success is more easily and safely attained when the operation is per- 
formed at the end of an acute attack. It would appear that the 
patient’s blood and tissues become protected, presumably by anti- 
bodies of various kinds, which are heaped up during the course of 
an acute attack ; and that the immunity thus acquired diminishes with 
some rapidity after the acute attack has completely passed off. The 
decision to make it a general principle that operation should be un- 
dertaken after the patient has had a certain number of acute 
attacks, say, 1, 2, or more, is not as easy in these cases as it is 
in appendicitis. In the latter case we are dealing with an organ 
that is probably of no use to the economy, while in the former 
we have to do with organs which in addition to their own proper 
functions exercise an important influence on the whole of the 
body, so that it is desirable whenever possible to preserve them. 
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The decision to operate in a patient who suffers from acute 
attacks, must depend on the social position of the patient, as 
well as on the number and severity of the attacks. Where the 
severe attacks follow each other at short intervals, and there are 
marked signs of changes in the appendages, operation should be 
undertaken. Where the attacks occur at increasing intervals, and 
are becoming gradually less severe, and where the physical signs and 
symptoms in the intervals do not point to the presence of pus, medical 
treatment should be patiently persisted in. 


OPERATIONS FOR PELVvic INFLAMMATION. 


Non-suppurative. Suppurative. 





Suppur- Intraperi- 
ating toneal pelvic 
ovaries abscess 
excluding excluding 
Hydro- Pyo- 17 12with 
Salpingo- sal-  sal- withpyo- pyo- Tuberculous 
odphoritis. pinx, pinx, salpinx. salpinx. appendages. Total. 
Abdominal Section. 


Exploratory we — — 20) — — 1 3 (1) 
Removal of one set 

of appendages... 24 6 28 (1) 5 —- 3 66 (1) 
Removal of both sets 

of appendages ... 9(2) 5 25 (4) 4 3 (2) 46 (8) 
Breaking down adhe- 

sions, ignipuncture, 

salpingostomy ... 19(1) 3 — _ — — 22 (1) 


Incision and drain- 
age of abscess... — — oo 17 == 17 
Hysterectomy ... 3 4 49 (5) 4 — 3 63 (5) 


55(3) 18 104(11) 13 17 10(2) 217 (16) 








Vaginal Coeliotomy. 
Removal of one set 


of appendages ... 3 : 1 ne 1 8 
Removal of both sets 

of appendages... — —_-_ — -- — os — 
Resection of ovary... 6 —_- — — a a 6 


Adhesions __ broken 
down, ignipuncture, 





salpingostomy, &c.. 7 3 — — — — 10 
Posterior vaginal in- 
cision... oe _- — — 12(2) 1 13 (2) 
Vaginal _hysterec- 
tomy ... 1 3 — — — 4 
16 5 65 1 12 (2) 2 41 (2) 





The numbers in brackets signify deaths following operation. 
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When operation has been decided upon in a case of pelvic in- 
flammation, it is necessary to decide by what route, vaginal or abdom- 
inal, the operation should be done. Both routes have their special 
advocates who prefer one or the other in every case. Each, however, 
has its own sphere. Operations through the vagina are most useful 
in certain of the less severe cases in which intervention is indicated. 
Where the tube and ovary are moderately enlarged and are adherent 
chiefly to the uterus, so that they move fairly freely together, then 
operation through the vagina, preferably through the anterior fornix, 
is advantageous; but where the appendages are adherent firmly to 
the side of the pelvis, where there are wide-spread adhesions, or where 
the uterus cannot be brought down to the vulva, the abdominal 
method is by far preferable. 

In 41 of my cases operations of various kinds have been carried 
out through the vagina. In 18 of these an incision for the evacuation 
of pus has been made, usually through the posterior fornix; two of 
the patients died, both being in a gravely septic condition at the 
time of operation. In several other cases a posterior vaginal incision 
was made by myself or others, and at a subsequent date when the 
affection of the appendages demanded it a second and more radical 
operation was performed. In 16 cases various conservative proce- 
dures were undertaken through the vagina, including salpingostomy, 
breaking down adhesions, ignipuncture and resection of the ovary. 
In 8 cases one set of appendages was removed by this route for inflam- 
matory affections. In one case of double hydrosalpinx and in three 
of double pyosalpinx, all complicated by prolapse of the uterus, the 
vaginal radical] operation was performed. 

In 21 of the vaginal cases operation was undertaken for various. 
non-suppurative conditions, and for the same group of affections, 
including hydrosalpinx, 73 of my operations have been performed 
by the abdominal route. The procedures here include the removal 
of one set of appendages in 30 instances; of both sets in 14, various 
conservative operations in 22; and the abdominal radical operation 
in 7, including four cases of large and very adherent hydrosalpinx. 
In the total number of 94 operations for non-suppurative conditions 
there have been three deaths. One of these was due to pulmonary 
embolism on the eighth day after operation, the patient with normal 
temperature and pulse rate having shown no previous symptoms of 
danger following the operation; the second death was due to anes- 
thetic gangrenous pneumonia, the pelvic condition as observed at 
the autopsy being normal, and the abdominal incision firmly closed. 
The third death was caused by peritonitis consequent on an oozing 
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of six or eight fluid ounces of blood from separated adhesions. At 
least nine of the patients operated upon for non-suppurative condi- 
tions of the appendages have subsequently borne children. 

In the worst cases of suppurative affections the choice of operation 
lies between double odphorectomy, the abdominal radical operation, 
and the vaginal radical operation. The vaginal operation has been 
largely practised by surgeons in France and Germany. In its favour 
the claims made are that shock is less, that the general peritoneal 
cavity is not interfered with, that drainage is more direct and effi- 
cient, and that there is no abdominal scar to give rise later on to 
ventral hernia. Many surgeons, however, begin the operation by 
removal of the uterus, and one of the great objections lies in 
the possibility of removing a fairly healthy uterus and of afterwards 
discovering that one set of appendages is still serviceable. A further 
and still more serious disadvantage is that adhesions, more especially 
when they are intestinal, are much more difficult to treat by this 
route, and that the repair of a torn viscus is difficult or impossible. The 
immediate mortality of the vaginal radical operation has not exceeded 
five per cent. in the hands of the best operators, but lacerations and 
fistule, both intestinal and urinary, have been more frequent than 
when operation is undertaken through the abdomen. Of the abdom- 
inal operations, removal of the two sets of appendages is the older, 
and has had an extensive trial. The abdominal operation has in 
the first place the great advantage of enabling us, before proceed- 
ing to remove any of the organs, to make a complete examination, 
and to determine how much it is necessary to do. In many cases the 
actual condition of the organs is found, on opening the abdomen, to’ 
be decidedly less serious than it appeared to be from clinical ex- 
amination, so that it is frequently possible to save one set of appen- 
dages. On the other hand, it not infrequently happens that, although 
signs have been chiefly observed about one set of appendages, the 
other tube and ovary are so severely damaged as to render their 
removal advisable. In the next place, adhesions can be separated 
by the aid of sight as well as of touch, and if intestine, bladder, 
or ureter is torn, the necessary steps for the repair of the injury 
can be at once undertaken in the most convenient way and under 
the most favourable conditions. 

My abdominal operations for suppurative and tuberculous affections 
include three exploratory incisions with one death, which occurred 
in a profoundly septic case with perforated pyosalpinx and adhesions 
so dense that it was impossible to separate them. Thirty-six times 
the removal of one set of appendages was carried out with one death 
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from septic peritonitis. In 32 cases both sets of appendages were 
removed with six deaths. In two of these cases the operation was un- 
dertaken for tuberculous appendages, and was followed by the develop- 
ment of fecal fistula and death from gradual exhaustion. Of the 
other four fatal cases, in one the patient was desperately ill with 
septic peritonitis following the rupture of a pyosalpinx in labour; 
in a second the woman was wasted and cachectic, apparently as the 
result of chronic toxemia; the other two died of septic peritonitis. 


In dealing with cases of pyosalpinx by the old method of opera- 
tion a stump of half an inch or so in length of diseased tube was left 
on the uterine cornu, and from this stump a certain degree of infec- 
tion was common, giving rise to suppuration around ligatures and 
consequent sinus formation, and sometimes to fairly extensive and 
dense peritonitic adhesions. An improvement on this method of 
treating the pedicle has been made by cutting out the uterine portion 
of the tube, leaving a wedge-shaped depression that can be easily 
sutured together. But after the removal of both sets of appen- 
dages for suppurative affections the uterus, instead of quietly under- 
going atrophy, has often been the source of severe pains and various 
discharges, so as to render its removal advisable at a later date. 
In many cases it is found that the uterus is universally ad- 
herent, that it is enlarged, and that both cervical and corporeal 
endometria are in a state of chronic inflammation. Such a con- 
dition of affairs is, of course, frequently to be expected since 
infection usually spreads into the tubes and pelvic peritoneum by 
way of the uterus. Moreover, it has yet to be proved that the 
possession of a uterus devoid of appendages, especially when that 
uterus is more or less diseased, is an advantage to its possessor. The 
suggestion has been made, based on no evidence, that by leaving 
the uterus the symptoms of the menopause are modified and that 
possibly the uterus provides an internal secretion in the same way 
as the ovaries are supposed to do. The question of the correct opera- 
tive treatment of severe affections of both sets of appendages is still 
unsettled, but the above considerations have induced many surgeons, 
myself among the number, to undertake the complete removal of 
the uterus along with the appendages in cases where these are found 
to be hopelessly disorganised. 

Among my own operations to the end of 1906 are included 53 of 
the abdominal radical operation for. ordinary suppurating affections 
of the appendages, and 3 for tuberculous disease. Five deaths fol- 
lowed, a mortality of nearly nine per cent.; of the three tuberculous 
cases the uterus was affected simultaneously with the tubes in two; 
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in the third the tuberculous tubes and left ovary were removed 
through an anterior vaginal incision, and six years later the tuber- 
culous uterus and right ovary were removed by the abdominal route. 
The methods of operation employed include supra-vaginal as well 
as total abdominal hysterectomy. The supra-vaginal method was 
employed in 15 cases with 3 deaths. One of the fatal cases occurred 
in an alcoholic patient; a second in a fat woman with a fibroid 
weighing 32 pounds, complicated by a pyosalpinx containing 4 or 5 
fluid ounces of thick, yellow pus; the pyosalpinx had caused constric- 
tion of the ureter an inch and a half above the bladder, and consequent 
hydronephrosis. In the third case the patient was ill, dusky, and 
emaciated, and died of general peritonitis. In the remaining 41 
cases the complete operation was done, the cervix being removed 
along with the rest of the uterus and appendages. Two deaths 
followed the operation, a mortality for this method of rather less 
than five per cent. One of the fatal cases occurred in a feeble, 
emaciated, and cachectic woman of 33, who had been seized with an 
acute attack of septic peritonitis three weeks before the operation; 
the only labour had taken place 124 years before, and there had been 
no previous severe attack, though the woman had never been well; 
death from suppurative peritonitis occurred six days after the opera- 
tion. The other death occurred in a woman of 54 whose only preg- 
nancy occurred at the age of 23; 31 years later abdominal pains 
began and a tumour was discovered two months before operation; 
the patient had been wasting for a year. On admission she was 
desperately. ill with furred tongue, foul breath, pulse 136, and signs 
of cardiac dilatation. Death occurred nine hours after the removal 


of a fibroid uterus together with a large suppurating ovarian densely 
adherent in the pelvis. 


The total abdominal operation is in most cases not much more 
difficult to perform than the supra-vaginal, and presents two great 
advantages. In the first place a frequent source of subsequent trouble 
is removed; the blood supply of the cervical stump is very apt to be 
interfered with to some extent in the supra-vaginal method, and the 
consequent interference with nutrition leads sometimes to a certain 
amount of necrosis, often permitting infection of the cut surfaces 
and pus formation. In the second place the removal of the cervix 
permits free drainage to be provided into the vagina where this 
is considered desirable. On the other hand the removal of the cervix 
has no corresponding disadvantages; the only argument for its re- 
tention is that it forms part of the pelvic floor, but experience has 
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shown that this is not a whit less capable of supporting the super- 
incumbent viscera after it has been deprived of the cervix. 


LITERATURE. 


The literature of pelvic inflammation in the female is copious. 
Many important papers are contained in the London Obstetrical 
Transactions, in the British Gynecological Journal, and in the 
Journal of Obstetrics and Gynecology of the British Empire, while 
in the last two are also to be found numerous short abstracts 
of papers published in full elsewhere. Among the German sources 
of information the chief are the large text-books on Gynecology 
edited by Billroth and Luecke, and by Veit; A Martin’s exhaustive 
Handbuch der Krankheiten der weiblichen Adnexorgane; von 
Winckel’s Handbuch der Gebiirtshiilfe, Bd. 3, Tl. 2; Déderlein and 
Krénig’s Operative Gynikologie; and Menge and Krénig’s Bac- 
teriologie des weiblichen Genitalkanales. In most of these works 
there are extensive lists of references. In Allbutt, Playfair, and 
Eden’s System of Gynecology are articles on Gonorrheal Infection 
by Hellier, and on Pelvic Inflammation by Cullingworth, to each 
of which is appended a carefully selected list of important con- 
tributions. The last named author, in addition to several other im- 
portant contributions to the subject, published in 1895 a small 
book entitled Clinical Illustrations of the Diseases of the Fallopian 
Tubes and of Tubal Gestation (3rd edition, H. J. Glaisher, London, 
1902) which contains excellent and characteristic drawings of many 
of the changes found in pelvic inflammation. 
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Primary Chorionepithelioma Outside the Uterus, with 
a Case of Primary Embolic Chorionepithelioma of 
the Vagina.* 


By H. T. Hicks, F.R.C.S. 


Many cases have now been recorded of primary chorionepithelioma 
occurring outside the uterus, the uterus itself being unaffected. 

Two theories have been advanced as to the origin of these 
tumours: one is that the chorionic villi migrate from the uterus to 
some more or less remote part, and having settled in the tissues the 
epithelium of the villi proliferates to form a chorionepithelioma. 

The second theory is that the intra-uterine mole is primarily 
malignant, but the uterus expels it and escapes infection, the growths 
in other organs being looked upon as metastases. Pick and most 
authorities are in favour of the first of these theories, and indeed it 
seems improbable that true malignant metastases should form in 
other organs while the primary growth is expelled from the uterus 
leaving that organ free from growth. Again definite chorionic villi 
are shown in the sections of the vaginal growths in most cases, which 
suggests migration of the whole villus. The myxomatous stroma of 
the villi with its epithelial coverings is easily made out, which seems 
to suggest that the villus has first migrated, and that its epithelium . 
proliferated to form a growth which has the microscopic appearance 
of chorionepithelioma. 

That the uterus may escape is shown by the following cases :— 
Marchand records the case of a patient who died with symptoms of 
cerebral tumour several months after the removal of a hydatid mole. 
A large growth was found in the right cerebral hemisphere and 
small nodules in the lungs and kidneys. The uterus was free from 
growth, the sections showing decidual remains only. There was no 
vaginal growth. A similar case is recorded by Busse, whose patient 
died four months after an abortion, the uterus and vagina being 
free from growth. 

Among the cases with vaginal growths those of Lindfors and 
Schmorl died, and at the autopsy no primary growth was found in 
the uterine cavity in either case. In four cases the uterus was 
removed during life, and on examination no chorionepithelioma was 
found. In two cases chorionic villi with some proliferation of 


* Read before the Obstetrical Society of London, June 5, 1907. 
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epithelium was found in the uterine veins. In the remaining cases 
curetting and clinical signs were relied upon to prove the absence of 
a primary intra-uterine growth. 

Looking at the microscopical descriptions and drawings of the 
vaginal growths, we find in many cases typical chorionic villi in 
some parts of the nodule, while sections of other parts show great 
proliferation of the epithelium only. 

I cannot detect any villous stroma in my sections; the growth 
seems to consist mainly of masses of proliferating chorionepithelium. 
In several of the recorded cases also, villi were found to be absent. 

I think one of the most important questions which arise is the 
degree of malignancy of these forms of embolic growth. Even primary 
uterine chorionepithelioma, which, if not attacked early by opera- 
tion, is as a rule intensely malignant, sometimes behaves in a 
curiously innocent manner. Noble records and gives drawings of a 
case in which a great portion of a uterine chorionepithelioma had to 
be left behind because it was too extensive for removal. The patient 
recovered and all signs of the growth disappeared. 

Secondary vaginal deposits have disappeared in the same way 
after hysterectomy for primary uterine growth. 

I have collected 14 certain cases of primary vaginal growth, in 
two of which the patient died. One of them (Schmorl’s) died 
18 weeks after a normal labour. The second patient (Lindfors’s) 
died 9 months after a normal labour and 7 months after removal 
of the nodule. In both cases secondary growths were found in the 
lungs, kidney and liver, but the uterusescaped. The other 12 patients 
lived, and at the time of reporting were quite well. The nodules 
were removed in all cases, and a full microscopic description is given. 

In the face of these results one wonders whether these primary 
vaginal growths are not as a rule almost benign. Judging from two 
cases recorded by Fleischmann and Eiermann, where the vaginal 
growth appeared 3} and 4 years respectively after the passage of the 
mole, it seems possible that migrated villi may lie dormant for long 
periods before proliferation of the epithelium occurs. It is necessary 
therefore to watch these cases for a long time before giving a definite 
opinion as to the possible occurrence of both primary and secondary 
growths. 

That these tumours may be very malignant is shown by the cases 
of Lindfors and Schmorl. 

In the recorded cases of recovery the vaginal tumours were simply 
excised and no extensive operations were undertaken for their 
removal. The growths under these circumstances can hardly be very 
malignant. This question of malignancy becomes a matter of great 
clinical importance, not only from the point of view of prognosis, 
but also from that of treatment. If in any given case it can be 
proved that the vaginal growth is primary the prognosis is probably 
good, and hysterectomy need not be performed. If, on the other 
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hand, we are dealing with a vaginal nodule secondary to an intra- 
uterine growth the prognosis is necessarily bad, and the uterus must 
be removed at all costs. 

The microscopical examination of the curettings, together with 
the clinical signs and symptoms, should give trustworthy evidence of 
the presence or absence of an intra-uterine growth. 

Apparently the microscopical appearance of the structure of the 
growth does not help to decide the degree of malignancy. As can be 
seen in the sections of the following case, the structure of the growth 
is that of a typical chorionepithelioma. Perhaps the arrangement 
of the two varieties of cells in relation to one another is more regular 
than that seen in uterine chorionepithelioma, and syncytium is 
present in larger quantities. 

In some of the recorded cases typical villi with their stroma are 
described. Whether the presence of these villi would help to 
differentiate between primary and secondary vaginal growth is an 
open question. The vaginal nodules most frequently appear within 
two or three months after the passage of the mole, but there are four 
cases recorded in which they made their appearance while the mole 
was still in the uterus, but, as has been said above, the interval 
may be as long as four years. The cases which follow full-term 
pregnancy seem to be more malignant than those following moles or 
abortion. 

Primary chorionepithelioma of the vagina is of such great 
interest and the recorded cases are so few, that I venture to report 
the following case, hoping it may help to throw some light on this 
rare condition : — 

E.J., et. 28 years, was admitted into Guy’s Hospital, July 10, 

1906, for pain in the left side of the chest and dyspnea. 
_ The patient was married, and had had three children and no 
miscarriages, and had always had good health up to the present 
illness. Menstruation had been regular and normal in amount up to 
seven months before admission, since which time she had had 
amenorrhea. 

On the 21st of June she was taken ill with shivering, and was 
found to have left basal pneumonia. The next day she began to 
bleed from the uterus, and her medical attendant sent for the assis- 
tance of the obstetric resident at Guy’s Hospital. The cervix was 
found to be dilated and a large hydatid mole, together with a 54 
months’ dead, but fresh, foetus, was cleared out of the uterine cavity. 

Dr. Crofts, the obstetric resident, gave the following description 
of the uterine contents : — 

“There was a foetus about the age of 5} months, born dead, 
but in quite a fresh state and enclosed in the amnion. That part of 
the placenta to which the cord was attached appeared to be normal, 
but around the periphery of this normal patch of placenta and all 
over the general aspect of the chorion there was a marked vesicular 
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formation, which, taken as a whole, formed a large vesicular mole. 
After being cleared out the uterine cavity was found to be smooth, 
but soft, and there was no evidence in favour of twin pregnancy.” 

The dyspnea and pyrexia continued, and the patient was admitted 
into Guy’s Hospital under the care of Dr. Taylor. Empyema was 
diagnosed and drained. The temperature, however, rose at night for 
some weeks after the operation, and Dr. Taylor thought that the 
pelvic trouble might possibly be the cause of the continuous pyrexia. 

I saw the patient on the 29th of July, and found no evidence of 
pelvic inflammation. There was a blood-stained discharge of dark 
venous colour, which, the patient said, had been present since the 
miscarriage in June. The bleeding was not profuse, nor did it 
increase on examination. The uterus was soft and bulky, giving 
one the impression that involution had been interfered with. The 
pyrexia had existed for nearly a month, and subinvolution was likely. 

There was a soft single cyst high up in the left fornix of the 
vagina of about the size of a big tangerine orange; and below on 
the posterior wall of the vagina, about two inches from the vulva, 
was a small knob about the size of a cob-nut. The upper soft cystic 
swelling seemed to be a superficial vaginal cyst, and was covered 
with unaltered vaginal mucous membrane. The lower swelling was 
hard, and looked bluish-purple beneath the vaginal mucous 
membrane. 

The question of embolic chorionepithelioma was raised, and Dr. 
Taylor agreed to an exploration as soon as the condition of the em- 
pyema would allow of it. At first the patient did not progress very 
satisfactorily, owing to some difficulty in draining the pleural cavity, 
but the pelvic condition became no worse. There was some slight 
bleeding from the vagina during the next fortnight, and the lower 
swelling increased a little in size; the cyst remained unaltered. 

On the 20th of August, an anesthetic was given, and the small 
tumour was removed from the vagina for examination. It was very 
vascular, and sutures had to be run beneath it. Patient took the 
anesthetic extremely badly. 

September 2. On examination the uterus was found to be 
of about normal size. There was no bleeding, nor had there been 
any for eight days. The cyst had disappeared spontaneously, but 
there was a small dimple at its original site. The patient has been 
up and walking about; she looks much better, and says she feels 
quite well. There is no discharge of any kind from the vagina. 

September 26. As far as clinical examination goes, the patient 
is absolutely free from any sign or symptom of malignant disease 
of the uterus; the old site of the cyst can still be felt. 

October 24. Patient came up to-day. She is quite well; the 
uterus is not enlarged; the site of the vaginal cyst can still be 


felt as a slight thickening with a dimple in the centre. Patient 
has menstruated twice. 





A—Uterus free from Growth. | B—Ovaries and Fallopian Tubes. 
C—Ureters. D—Cut edges of Vaginal wall. © E—Vaginal growth. 
F—Urethra. G—Growth involving Clitoris. 
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On November 29th. Patient seen again. She is quite well; 
menstruation is regular, lasting four days. There is no hemorrhage, 
the uterus is not enlarged, it is freely movable, and there is no sign 
of any malignant or other disease. She is gaining weight, and 
has no pain. The site of the vaginal cyst can still be recognized, 
but the place from which the nodule was removed is not to be 
seen or felt. 


The piece removed was about the size of a walnut. It was 
sessile and raised above the level of the vaginal mucous membrane; 
it was bluish-purple in colour, and gave more the idea of being a 
thrombosed vein than a new growth. 

Microscopical Examination. The sections show the normal 
squamous epithelium of the vagina, supported by submucous tissue. 
In the deeper parts of the vaginal wall are numerous spaces filled 
with a cellular growth. The cells of this growth are of two distinct 
kinds. There are patches of closely-packed cells, each cell having 
a clearly defined nucleus; these are Langhans’s cells, and arranged 
around each pack of Langhans’s cells are seen large quantities of 
syncytium. 

The syncytium is formed of large branching ribbons of darkly- 
staining protoplasm with many oblong nuclei, and is in many places 
swollen and vacuolated. The arrangement of the cells is very constant. 
The syncytium seems almost always to keep to the periphery of each 
little solid pack of Langhans’s cells. In the deepest parts of the 
sections the growth is more abundant, and here it is embedded in 
masses of fibrin and blood-clot. Chorionic villi appear to be absent, 
but there are many clear hyaline patches which may be the remains of 
the stroma of villi. So much necrosis and hemorrhage exist around 
the masses of cells that it is impossible to be certain of the absence 
or presence of villi. Many dilated veins are seen in the vaginal 
wall, and some of these contain masses of syncytium which seem to 
track along the vessels and in a few places almost reach the vaginal 
epithelium. Indeed the growth has the structure of a typical 
chorionepithelioma. 


It was a matter of regret that no curettings from the uterus could 
be obtained at the time for microscopical examination. However, 
there had been and was no clinical evidence of intra-uterine growth. 

The patient was examined every three weeks, and the vagina 
remained free from growth until January 8th, 1907, at which date a 
small, soft, but well-defined tumour, of about the size of a cob-nut, 
was found in the lower part of the anterior wall of the vagina. 
Within five days the tumour had almost doubled in size, and it 
was deemed necessary to remove it without delay. The growth was 
situated deeply in the perivaginal tissues at the vaginal outlet. 
In front it bulged toward the vestibule to the right of the urethra, 
which was displaced forward and to the left. It was covered on its 
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vaginal aspect with normal rugose mucous membrane, and had a 
purple tint. A transverse incision was made in front of the tumour, 
and the urethra separated off as high as the base of the bladder and 
upper limit of the tumour. Nearly the whole width of the lower 
part of the anterior wall of the vagina was removed with the growth. 
The tumour was soft, friable and hemorrhagic. There was a definite 
capsule on its deep aspect, but at the periphery outlying pockets of 
growth could be seen in the perivaginal tissues, especially towards 
the right. The vagina was for this reason removed well wide of the 
tumour. The cut edges of the vagina and the urethra were brought 
into apposition by catgut sutures. The hemorrhage was brisk at the 
time of the operation, but was easily controlled. Six weeks later 
another soft swelling appeared in the perivaginal tissues higher up 
and on the left which seemed to have no connection with the previous 
tumour. This was also removed, with considerable difficulty owing 
to its close relationship to the bladder and the brisk hemorrhage. 

Within three weeks another tumour developed in the posterior 
vaginal wall, below the site of the first swelling, and the cyst in 
the left lateral fornix, which had disappeared spontaneously in 
August last, again filled up. Both cyst and growth were removed. 
Beneath the scars in the anterior vaginal walls some thickening was 
noticed which was thought to be cicatricial and inflammatory tissue, 
but within a few days soft growth was found creeping forward 
towards the clitoris to the right of the urethra causing a slight 
swelling in this region. On further examination soft growth was 
found infiltrating the perivaginal tissues high up on the left. 
There was now no definite tumour formation, but the soft growth 
spread and infiltrated over an extensive area, rendering further 
operation hopeless. Up to the middle of April the patient’s general 
condition remained good, and the previous vaginal growths had given 
rise to no symptoms. The growth now increased rapidly, running 
forward to the clitoris and enlarging it to the size of a walnut. 
The anterior vaginal walls became swollen and thickened by 
infiltrating growth. 

The patient became very anemic, but there was no marked 
wasting. She began to complain of considerable local pain. The 
last menstrual period occurred in February, and since that time there 
had been no bleeding from the vagina. On April 19th hemorrhage 
from the vagina set in, and it was found that the growth was 
fungating through the mucous membrane on the left side. The 
patient went rapidly down hill, the temperature rose to 103°F., and 
signs of broncho-pneumonia developed at the base of the right lung, 
which were taken to mean secondary growths. There was no 
hemoptysis. The hemorrhage from the vagina recurred three times, 
but was never severe. No doubt most of the anemia was due to 
bleeding into the growth. The patient died on May 8th, 1907, 
eleven months after the passage of the mole. 
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Report of the Autopsy. 


The body is not wasted, but very anemic. There are no secondary 
deposits in any of the organs, except the right lung. The left lung 
is firmly adherent to the parietal pleura, the adhesions being the 
result of the old empyema. The left lung contains no growth. In 
the right lung there are many small hemorrhagic areas, about the 
size of a pea or small bean. These are situated in the lower lobe 
close beneath the surface of the lung. The fact that the left lung 
escaped infection might be explained by the hampering action of the 
tough pleural adhesions. 

The clitoris is the seat of a hemorrhagic growth equal in size 
to a tangerine orange. Along the right side of the urethra in the 
position of the bulbus vestibuli, and to a lesser extent on the left, 
soft friable growth is seen extending forward from a hemorrhagic 
mass, measuring 3} x 4 inches, situated in the right anterior wall of 
the vagina. Higher up in the vagina on the left is another mass 
of deep red colour, measuring 4}x5 inches, which is infiltrating 
deeply into the cellular tissue between the vagina and the bladder. 
The bladder and the urethra are displaced forward, but are not 
infiltrated with growth nor were their functions disturbed during 
life. In three places the vaginal mucous membrane has given way, 
and hemorrhagic growth is seen protruding through it. The uterus 
is enlarged and soft, but neither the body nor the cervix shows any 
sign of being, or of having been, affected with growth. The ovaries 
are small, and contain one or two small blood-cysts which show 
characteristic lutein cells in their walls, but there is no obvious 
dissemination of lutein cells in the ovarian stroma proper. The 
ureters are lifted up by the bilateral masses, and can be seen running 
over the growth on their way to the bladder. The broad ligaments 
are free from growth, and the uterine veins seem not to be implicated. 
The lymphatic glands at the base of the broad ligaments and along 
the iliac arteries, as well as those in the inguinal region, are not 
enlarged, nor do they contain growth. 

At each of the operations curettings were taken from the uterine 
mucous membrane, but microscopical examination failed to reveal 
the presence of any intra-uterine growth. The epithelium lining 
the uterus is necrotic and the stroma cells are swollen. The bron- 
chial lymph glands also escaped infection. 

Microscopically, the sections of each growth are alike, showing 
the typical structure of a chorionepithelioma, syncytium being 
present in great abundance. The sections of the pulmonary nodules 
show hemorrhagic and necrotic areas surrounded with pneumonic 
lung. New growth consisting of both varieties of cells can be seen 
in the necrotic tissue. 


There are several points of great interest in this case. Of course, 
the most striking feature is the complete absence of any uterine 
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growth, although the vaginal growth obviously followed the expulsion 
of an intra-uterine vesicular mole. I think that the vaginal growths 
arose from the epithelium of embolic villi. 


After the removal of the first tumour the vagina remained free 
from growth for five months. Villi must have been lying dormant 
in the perivaginal tissues during this time, for the swellings which 
occurred at different times, seemed to have no connexion with each 
other. When they first appeared, each tumour formed a soft and 
well-defined swelling, but as soon as recurrence and infiltration began 
the rapid and treacherous way in which soft growth spread along the 
venous paths, causing little or no alteration in the mucous membrane 
of the vagina and the skin, made it difficult to define the limits of 
the affected area and to detect infiltration in its early stages. 


I think there can be no doubt that the growth spread along 
the perivaginal venous spaces, because the section taken from the 
growing edges shows the growth creeping along the veins in the 
vaginal walls, and at the operation it was noted that each tumour 
had a definite capsule on its deeper aspect, but at the periphery 
small outlying pockets of growth were detected in the perivaginal 
tissue outside the limits of the tumour. I should think it safe whilst 
operating to shell the tumour out of its bed on the deep aspect, but 
the vaginal wall at the periphery should be removed as widely as 
possible. 

The tumours appeared in the vagina without causing any 
symptoms, and were only discovered by routine examination. It is 
necessary to be on the watch or they may be easily missed in their 
early stage. 

With ‘regard to the incidence of lutein tissue overgrowth in 
connexion with primary extra-uterine chorionepithelioma, no definite 
opinion can be given either as to the frequency or the meaning of 
its occurrence, until more control work has been done upon the 
subject of lutein tissue and more notice is taken of the condition 
of the ovaries in recording cases. In my case the ovaries are not 
enlarged, but there is a considerable quantity of lutein tissue present 
in the sections. The patches of lutein tissue are mostly placed in 
close relation to the small blood cysts, and there is no diffuse 
dissemination of lutein cells in the ovarian stroma proper. Schickele 
however describes a case (No. 14 in the table) in which both ovaries 
were enlarged to the size of the fist and contained black lutein cysts. 
The uterus contained a vesicular mole and a small vaginal nodule 
was removed. Hysterectomy and ovariotomy were performed and 
the patient was well six months after these operations. 

There can be no doubt that trophoblastic cell proliferation is 
frequently associated with lutein overgrowth, but how far the one 
is directly related to the other must be left an open question until 
further work has been done upon this most interesting subject. 

It seems doubtful whether lutein overgrowth is as often associated 
with primary extra-uterine chorionepithelioma as with intra-uterine 
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chorionepithelioma. I have seen quite as much lutein tissue in two 
ovaries not connected with recent pregnancy as there is in the 
ovaries in my case. 


Conclusions. 
1, That these vaginal growths most often follow the passage of a 


vesicular mole, but, like intra-uterine chorionepithelioma, may 
follow abortion or full-term pregnancy. 

2. That they may occur while the mole is still in the uterine cavity. 

3. That they originate from theepithelium of migratoryembolic villi. 

4. That there is no evidence to show that a malignant growth or 
mole can be expelled from the uterine body and leave that organ 
free from growth, while metastatic growth may occur in other parts 
of the body. 

5. That the growth spreads via the perivaginal veins. 

6. That there is no means of telling whether any given mole will 
be followed by chorionepithelioma. 

7. That the large quantity of syncytial masses seen in the section 
is very characteristic of vaginal chorionepithelioma. 

A short account of all the recorded cases I have found is tabulated 
at the end of this paper. 

I have to thank Dr. Taylor, under whose care the case was 
originally, for kindly allowing me the use of the case, and the 
Clinical Research Association for cutting the admirable sections of 
the tumours. 
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No. Author. Nature of last preg- Size and position, nodule. Operation. 
nancy. 
I. Pick and Lan- | Vesicular mole (4th | Nodule size of walnut in anterior | Excision of nodule curetting of { 
dau (1). month) expelled spon- | vaginal wall. uterus. H 
taneously 3 days after 
excision of nodule. 
II. Schmorl. Normal pregnancy. Nodule in vagina, metastases in | Post mortem examination. 


III. Schlagen- 
haufer. 


IV. v. Guérard. 


V. Schmit (1). 


VI. Littauer. 


VII. Lindfors. 


VIII. Schmit (2). 


TX. Marchand. 


X. Pick and 
Landau (2) 


XI. Neumann. 


XII. Fleischmann. 


XIII. Poten and 
Vasmer. 
XIV. Schickele. 





Incomplete abortion. 


Vesicular mole removed 


manually. 

Vesicular mole expelled 
spontaneously. 
Vesicular mole (2nd 


month) expelled spon- 
taneously, followed by 
curetting of uterus. 
Normal labour. 


Vesicular mole expelled 
partially and remains 
removed by curetting 


Vesicular mole evacu- 
ated. 


Complete abortion. 


Vesicular mole. 


ated. 


Vesicular mole. 


Vesicular mole 
months) evacuated. 




















lungs, liver, kidneys, intestines. 


Nodule size of walnut immediately 
behind the commissure of pos- 
terior vaginal wall. 


Nodule size of a big nut on the 
anterior lip of the os. 

Tumour the size of a hen’s egg 
on the anterior and left vaginal 
wall from the urethra to the 
fornix. Another nodule the 
size of a nut at the posterior 
point of the columna rugarum. 
Small vaginal nodule. 


Walnut-sized tumour at the an- 
terior vaginal wall. 


Nut-sized nodule on anterior 





vaginal wall. 


| 
No vaginal nodule. 





| vaginal wall. 


| 
| 
| 
| 


|Nodule on the anterior vaginal 


| wall. 


Vesicular mole evacu-|Nodule size of chestnut on an- | 


| terior vaginal wall. 


| Small vaginal nodule which re- | Excision of nodule, hysterectomy, § 


| curred 4 weeks later. 


| wall. 
| 


Two pea-sized nodules on anterior | 


Excision of nodule, curetting of 
uterus. 


Vaginal total 
uterus. 
Excision of nodules, curetting of 


uterus. 


extirpation of 


Excision of nodule. 


Excision of nodule, 8 weeks’ 
post partum curetting of uterus 
and post mortem examination. 
Large chorion-epithelioma of left 
lung, smaller nodules in right 
lung, spleen, brain and kidneys, 
and small intestines. 

Excision of nodule, curetting of 
uterus. 








Post mortem: tumour in left 
cerebral hemisphere. Nodules 
in lung and kidney. 

Excision of nodules, curetting of 
| uterus. 





| 
| 
| 
| 





| Excision of nodule and hysterec- 

| tomy. 
Nodul 

| curetted. 


enucleated. 


| 
| 


excised again. 


(?| Small nodule on anterior vaginal| Nodule excised, hysterectomy — 


and ovariotomy, and removal of 


two large lutein cysts from - 


ovaries. 
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Microscopical description of 
nodule. 


Time of occurrence in rela- 
tion to pregnancy. 


Evidence that uterus) 
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A Modification in the Performance of Ventrifixation 
of the Uterus.* 


By Artuur J. Wattace, M.D., 


Surgeon to the Liverpool Hospital for Women; Honorary Medical 
Officer, Lying-in Hospital, Liverpool. 


THe term ventrifixation is employed in this paper to denote the 
operation designated by some writers as ventro-suspension, and 
implies the attachment of the uterus to the peritoneum of the anterior 
abdominal wall. The resulting adhesion becomes converted later, 
from various causes, into a band—the ligamentum suspensorium 
medium of Fritsch. In the parlance of the same writers, ventri- 
fication implies the permanent attachment of the uterus to the 
structures of the abdominal parietes so firmly that there is no 
subsequent formation of a band. It is stated that this operation is 
permissible only in sterilized or post climacteric women. 

My experience has been confined solely to the attachment of the 
uterus to the parietal peritoneum and the overlying posterior sheath 
of the rectus abdominis, a fascial layer of extreme tenuity in the 
majority of patients. 

Stated briefly, the operation has been performed on the following 
lines: —The abdomen is opened either by means of Lenander’s 
incision through the sheath of the rectus, or by using the combination 
of Lenander’s and Pfannenstiel’s incisions described by me in this 
JouRNAL.+ By this means the structures of the abdominal wall are 
preserved in their normal relation and strength, without inset plugs 
or wedges of cicatricial tissue which may yield and stretch at some 
time in the future. Thus the occurrence of incisional hernia, one of 
the objections urged against ventrifixation, is rendered improbable. 

Whichever type of incision be employed, the parietal peritoneum 
is divided along a line corresponding to the centre of the posterior 
sheath of the rectus abdominis, and to this line the uterus is attached, 
z.e., to a line about one-half to three-quarters of an inch from the 
middle line. Fixation to the middle line or slightly outside it is 
not a point of importance, but it may be pointed out that the former 
takes no account of the distending bladder, which, as it fills, must 
certainly slip out to one or other side of the utero-parietal adhesion. 


Extra-median adhesion, if anything, will facilitate the escape of the 
distending bladder to the opposite side. 


* Amplified from a communication made to the North of England Obstetrical 
and Gynecological Society, at Sheffield, March 15, 1907. 
+ Vol. iv., p. 532. 
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The anterior surface only of the uterus is attached to the parietal 
peritoneum and posterior recta] sheath, the area sutured being strictly 
limited to the median portion of the uterine surface extending from 
the inter-tubal line to the bottom of the utero-vesical pouch. Sinclair 
has laid it down as a principle in the performance of the operation 
that the fundus uteri shall be left perfectly free and unattached—a 
dictum founded both upon science and common sense, for practically 
all the records of dystocia after ventrifixation show that the difficulty 


has been dependent on firm fixation of the fundus or of the posterior 
wall of the uterus. 


In simple cases drainage of the abdomen has never been carried 
out, but, whenever infective disease has existed in the pelvis, drainage 
has been effected per vaginam by means of Sinclair’s glass drainage 
tube. 

Of a number of cases operated upon on these lines, in five there 
have been opportunities of actually observing the results when the 
abdomen was subsequently opened for some condition other than 
a uterine retroversion. In all these cases the uterus was found to be 
suspended from the parietes by a short band varying in length from 
one-half to three-quarters of an inch, and from two to four milli- 
metres in thickness. In the centre of this band the distance between 
its upper and lower edges was about half an inch, but this increased 
slightly both towards the uterus and the parietes. 


In each case, as the patient lay in the Trendelenburg position 
with the corpus uteri dangling from the parietes, a noteworthy point 
was the size of the opening bounded by the band, that portion of the 
corpus uteri below it, the bladder and the part of the abdominal wall 
above the bladder and below the band. Four fingers could easily be 
pushed through the opening, which would have offered no resistance 
to the passage of a hen’s egg of ordinary size. (See Fig. 5.) 

No doubt when the patients were up and about in the exercise 
of their ordinary vocations the opening was purely a potential one, 
but there always existed the possibility that under stress or strain 


a loop of intestine might find its way through it and become 
strangulated. 


Experiences of this kind aroused in my mind a disinclination to 
practise ventrifixation—a disinclination tinctured with regret because 
the operation had proved to be satisfactory in that it was followed 
in the majority of cases by the immediate and permanent disappear- 
ance of symptoms. Troublesome symptoms may be caused by a 
retroversion which in itself is innocuous so far as life is concerned. 
A ventrifixation will cure the retroversion, but only by substituting 
for it a condition in which there is undoubtedly risk of the sudden 
onset of acute illness with a possible fatal termination. It will 
probably be accepted as a general principle that any operation that 
has for its object the intentional creation of an intra-peritoneal band 
(which in this particular instance encloses an intra-peritoneal fora- 
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men), is not a justifiable procedure. If that be granted, then the 
only possible conclusion is that ventrifixation, performed as it has 
hitherto been, is not a justifiable procedure. 

It is true that there have been but few reported cases of intestinal 
obstruction occurring as a distinct sequel of ventrifixation, but it 
is possible that there have been unreported instances, since successes 
rather than failures find their way into prominence. Soon after the 
introduction of the operation, Olshausen and Jakobs each published 
a fatality, and Kreutzmann has collected several others. To the 
list must be added the case of a patient upon whom the writer 
performed ventrifixation several years ago. In October, 1906, this 
patient was suddenly attacked by acute intestinal obstruction, for 
which she was removed to a general hospital where, notwithstanding 
an operation, she died. 

The corollary of this misfortune appeared to be either the 
abandonment of the operation or such a variation in its technique as 
would abolish the isolated band and the potential opening it helped 
toenclose. Reluctant to relinquish the operation entirely, I decided 
to attempt the second of these two alternatives. 

Manifestly, the simplest course was to block up the opening, and 
for this purpose the material was ready to hand—the peritoneum. 
This, it was recognized, must be employed in such a manner that no 
share in supporting the uterus should be required from that ever- 
changing viscus, the bladder. The peritoneum clothing the bladder 
is freely movable, as is also that lining the anterior abdominal wall, 
and by employing this movable peritoneum it was proposed to 
“ glaze” the “ window ”—the opening previously mentioned. This 
procedure implied more than obliteration of the utero-vesical pouch. 
In his paper on “ Ventrifixation,” published in 1903, Sir William 
Sinclair stated that in his earlier operations he tried to close 
the utero-vesical folds completely, but that for years he had 
been content to introduce only two catgut sutures, “ one at each side, 
well below the lowest point of the abdominal wound.” Granted that 
the folds were completely closed or the pouch itself obliterated, 
there would still remain a potential opening between the peritoneum 
of the parietes and that of the adjacent bladder. Something more 
is necessary, and this is obtained by completely filling up the potential 
opening with a peritoneal diaphragm or obturator. This diaphragm, 
after the utero-parietal attachment has become elongated into the 
usual band, should be continuous with the lower border of the latter, 
whence it should sweep (1) to the peritoneum of the anterior abdominal 
wall below the band; and (2) to that of the bladder, with both of 
which it should, of course, be continuous. The band and diaphragm 
together should form a septum—a kind of anterior mesometrium— 
which should bisect the utero-vesical pouch completely, so that in 
place of an isolated band helping to enclose a potential opening there 
should be a septum with a thickened upper border (the band) 














Fic, I.—Through the open laparotomy wound are seen, from below upwards, the 
uterus grasped by volsella, and the peritoneum covering the bladder. The sulcus 
between uterus and bladder is faintly visible. The parietal peritoneum below the 
parietal wound is not shown. The patient lies in the Trendelenburg position. 









































Fic. II.—Showing the peritoneal ridge ready for “gathering.” The patient lies 
in the Trendelenburg position. 
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Fic. I1I.—Part of the ridge has been “gathered.” The patient lies in the 
Trendelenburg position. 
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extending from the anterior uterine wall to the abdominal wall and 
bladder. (See Fig. 6.) 

The manner in which this septum can be formed I venture to 
bring before this Society as I have not encountered a description of 
it in any gynecological writings. 

When, by means of volselle grasping the anterior wall of the 
uterus, that organ is gently drawn up in the direction of the umbilicus 
(Fig. 1), one can readily see how extensible is the tract of peritoneum 
sweeping downwards from the lower angle of the laparotomy wound, 
over abdominal parietes and bladder, to the bottom of the utero- 
vesical pouch. If now the uterus be brought up to the parietal 
wound and there secured by sutures, even if the suturing include 
the lowest part of the uterine wall at the bottom of the pouch, there 
is nothing to prevent the passage of a couple of fingers below the 
adhesion, between bladder and anterior abdominal wall. This is the 
opening it is desired to close. 

The peritoneum covering the abdominal wall and bladder is freely 
movable over the underlying tissues, and can be pulled up from 
them in the form of a fold by means of forceps. When the uterus 
and bladder are exposed in the position shown in Fig. 1, examination 
of the utero-vesical pouch reveals at its base a short transverse 
sulcus from 1-2 cm. in width, bounded anteriorly by the edge of the 
(empty) bladder, which shows clearly through the peritoneum as the 
latter leaves it to sweep across the sulcus and join the uterus. This 
little area of peritoneum is “the peritoneum at the bottom of the 
utero-vesical pouch ;” it can be readily pulled up into the form of a 
fold as it overlies loose connective-tissue. 


Method of Forming the Septum : — 


1. The lower part of the anterior surface of the uterus is grasped 
with volselle, and the organ is then drawn up towards the umbilicus * 
so as clearly to expose the bottom of the utero-vesical pouch. (Fig. 1.) 


2. Picture a line starting from the centre of this (the pouch) and 
extending over the vesico-parietal peritoneum to the lower angle 
of the laparotomy wound. The peritoneum along this line is picked 
up with pairs of compression forceps placed consecutively at distances 
of 1} in. to 1} in. from one another, the lowest being placed about 
one inch from the bottom of the pouch and the highest exactly at 
the lower angle of the parietal wound. From four to six or seven 
pairs of forceps will be required according to the extent of peritoneum 
that has to be dealt with. This varies in different individuals. In 
applying a forceps to the vesical peritoneum care should be taken not 
to include the muscular coat in its bite. 

3. Gentle traction on all the pairs of forceps now pulls up an 
actual ridge of peritoneum. (See Fig. 2.) From this ridge the 
diaphragm is made. 


4. The next step consists—to borrow a dressmaker’s term—in 





134 Journal of Obstetrics and Gynecology 


“gathering ” the free border of this ridge, section by section, and 
fixing it with catgut sutures to the peritoneum of the bottom of the 
utero-vesical pouch. This is effected as follows :— 

(a) The lowest pair of forceps is held up so as to make slightly 
tense that portion of the ridge extending to the bottom of the pouch. 

(6) By means of a handled perineum needle a long piece of 
catgut is passed through the peritoneum at the bottom of the pouch, 
close to the point where it passes on to the uterus, and trebly knotted, 
one end being left considerably longer than the other. The longer 
end is used for “ gathering ” the ridge, the shorter for knotting after 
each section has been “ gathered.” 

(c) Gentle traction being still maintained on the lowest pair of 
forceps, sufficient to keep tense the lowest section of the ridge, the 
latter is pierced with the point of a handled needle, entering close 
to the forceps. The needle point is made to re-enter the peritoneal 
fold several times at distances of a quarter of an inch; the while it 
steadily approaches the knotted catgut at the bottom of the pouch. 
Arrived here, the needle is threaded with the longer end of catgut 
and withdrawn with it. The first (lowest) pair of forceps is removed, 
and when the catgut is pulled on the free edge of the lowest section 
of the ridge is puckered up, z.e., “ gathered,” and drawn down to the 
bottom of the pouch, where it is firmly secured by knotting.* 

(d) The next section of the ridge is dealt with in a similar 
manner, and so on with each successive section. In the case of 
every alternate section it is advisable after gathering and before 
tying, again to pass the longer end of the catgut suture through the 
peritoneum at the bottom of the pouch. 

As the process is carried out the uterus approaches gradually to 
the abdominal wall (Fig. 3); until after the last section of the ridge 
has been tied up the anterior wall of the corpus uteri lies actually 
at the laparotomy wound. (Fig. 4.) At the lower angle of the latter 
the parietal peritoneum is continuous with the peritoneum at the 
bottom of the utero-vesical pouch. From the latter point there 
extends to the peritoneum covering the bladder and the section of 
abdominal wall included between it and the laparotomy wound, a 
peritoneal diaphragm which bisects the utero-vesical pouch com- 
pletely. It is to be noted that up to the present no attempt has 
been made at direct fixation of the uterus itself; peritoneum only 
has been dealt with, and it is not intended that the septum thus 
formed shall bear any part in supporting the weight of the uterus 
or of any other viscus. 

The ventrifixation proper can now be carried out in the manner 
favoured by the operator. In placing the lowest ventrifixation 
suture (silk) it is my custom to place the points of entrance and exit 
in the parietal peritoneum as close as possible to the parietal end of 


* In picking up with the needle the —_—- fold, much assistance is obtained by 
t 


using a pair of dissecting forceps to hold the part about to be pierced. 














Fic. IV.—The ridge has now been completely “gathered.” Note how the uterus 


has approached the laparotomy wound. The patient lies in the Trendelenburg 


position. 
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Fic. V.—Diagrammatic representation of the opening included by the ventrifixation 
£ £ A 





band, lower part of uterus, bladder and portion of abdominal parietes below the 
parietal attachment of the band. 
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Fic. VI.—Diagrammatic representation of the anterior “ligament,” the striated 
portion being the ventrifixation band, and the area enclosed by a dotted line below 


represents the peritoneal diaphragm closing the opening. 
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the septum, whilst the loop of the suture includes the portion of the 
uterine musculature at the level of the bottom of the pouch. This 
ensures the continuity of the ventrifixation adhesion with the 
diaphragm. 

When the operation has been performed in this manner a finger 
cannot be passed between the abdominal wall and the bladder, below 
the ventrifixation adhesion, because the diaphragm bars the way. 
With the return of the patient to the ordinary routine of life the 
ventrifixation adhesion will probably stretch into the usual band, 
and doubtless there will be some stretching of the peritoneal 
diaphragm part passu with it. Until there occurs an opportunity 
of actually observing the result, it is impossible to go beyond the 
assumption that the two—band and septum—become directly 
continuous, forming a kind of anterior ligament. The thickened 
upper border of this ligament represents the ventrifixation adhesion, 
the thinner inferior portion attached to the peritoneum of the bladder 
and of the abdominal parietes, the diaphragm. Thus there is no 
isolated band and there is no potential opening. The presence of this 
ligament can be no more detrimental to the patient’s well-being than 
the antero-posterior fold of peritoneum sometimes found running 
from the bladder to the rectum between the horns of a uterus bicornis. 

It should be distinctly stated that the operation, performed as 
described above, is not a vesico-ventrifixation of the uterus, since the 
latter is only indirectly connected to the bladder by the peritoneal 
diaphragm. 

Before the first performance of the operation I had felt con- 
siderable doubt as to how the bladder might be affected, and 
for some time, on this account, hesitated before putting the idea 
into practice. However, the total absence in the earlier cases of all 
symptoms relating to bladder and other viscera encouraged a further 
trial. Up to the present time twenty patients have been operated 
upon, and in but one of these has there been trouble connected with 
micturition. In this case retention of urine occurred at the end of 
the first week, but after the withdrawal by catheter of 24 fl. oz. of 
urine the retention did not recur. It was noted before the use of the 
catheter that the distended bladder formed a small visible prominence 
in the right half of the hypogastric region, while per vaginam it 
occupied principally the right half of the pelvis. The uterus, which 
had been attached slightly to the left of the median line, was found 
in the left anterior pelvic quadrant, almost in the position in which 
it had been sutured. This illustrates the point previously mentioned, 
the escape of the distending bladder to the side opposite to the site 
of the ventrifixation. 

It should be mentioned that the performance of the modification 
above described does not add more than four or five minutes to the 
time ordinarily consumed in carrying out a ventrifixation of the 
uterus. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


i. 


A Case of Chorionepithelioma complicated by 
Hezmatometra.* 


By W. S. A. Grirritu, M.D., 
Physician-accoucheur, with charge of out-patients, to 
St. Bartholomew’s Hospital; 

AND 


HERBERT WILLIAMSON, M.B., 


Assistant Physician-accoucheur to St. Bartholomew’s Hospital. 
London. 


THE patient was a lady forty-two years of age, who had borne four 
children, the last in 1897. 

Menstruation commenced at the age of eleven, the periods were 
never quite regular, the intervals varying from three to five weeks, 
and the bleeding was usually profuse. In 1903 for a term of three 
months menstruation was suppressed ; there was no evidence of preg- 
nancy and at the end of this time the menstrual flow was re-estab- 
lished and continued of the usual type until May, 1905. The last 
period commenced on May 20th and ceased on May 25th, 1905; 
shortly afterwards pregnancy ensued. 

The pregnancy ran a course apparently normal until August 9th. 
On that date a blood-stained vaginal discharge was noticed and at 
the same time aching pain was felt in the pelvis over the whole area 
from pubes to sacrum. Between August 9th and November 17th 
there occurred numerous small hemorrhages, but the amount lost 
was never sufficient to cause alarm. 

On November 17th the patient’s medical attendant, Dr. Sharman 
of Rickmansworth, brought her up to consult Dr. Griffith. 

Although there had been six months’ amenorrhea, the top of the 
uterus was only six inches above the pubes; its characters, however, 


* Read before the Obstetrical Society of London, June 5th, 1907, with exhibition 
of the specimen, microscopic sections, and drawing. 
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resembled those found in a normal pregnancy. Dr. Griffith suspected 
that the embryo was dead, and advised a delay of one month and the 
termination of the pregnancy at the end of that time if the uterus 
had not increased in size. 


The patient was seen again on December 15th when the following 
note was made: “The uterus presents no change in size or char- 
acters, but behind it can be felt a small tumour, probably the left 
ovary enlarged.” 

On December 29th, Dr. Sharman induced abortion by inserting a 
laminaria tent into the cervical canal, and on the following day a 
mole was spontaneously expelled. The mass presented the general 
characters of a carneous mole but, later, Dr. Sharman informed us 
that he noticed on the surface a few small vesicles. 

On January 28th, 1906, Dr. Griffith was again asked to see the 
patient on account of persistent hemorrhage and the passage of 
clots. The uterus was of almost the same size as at his last examina- 
tion, and the cervical canal was patent, admitting the finger easily. 
Under anesthesia a large quantity of inoffensive blood-clot was re- 
moved by the finger, the uterus then contracted well; the curette 
was introduced and “a considerable quantity of decidua with ad- 
herent clot brought away.” Hemorrhage ceased and the patient’s 
progress was regarded as satisfactory until February 16th, when a 
small quantity of dark blood escaped; after this date there was no 
further bleeding but aching pain in the epigastrium and hypogas- 
trium persisted, and for this reason Dr. Griffith was again consulted 
on February 28th. He found the uterus as large as upon his first 
examination; the fundus reached to six inches above the pubes, and 
the organ was unusually broad from side to side. A diagnosis of 
chorionepithelioma was made, but it was difficult to explain the . 
fact that for the last month there had been hemorrhage on one occa- 
sion only and then slight in amount. 


The patient was suffering from a troublesome cough, and from 
pain in the right side of the thorax. On March Ist Dr. Garrod ex- 
amined the chest, but could detect no signs which led him to suspect 
the presence of new growth in the lungs. 

On March 3rd the operation of abdominal hysterectomy was per- 
formed. When the abdomen was opened a quantity of thin blood- 
stained fluid escaped—this resembled closely the fluid contained in 
the cysts of the ovaries. A tumour, which proved to be the uterus, 
was seen rising out of the pelvis; its colour, size and general charac- 
ters corresponded with those of the uterus at the end of the fifth 
month of a normal gestation. The ovaries presented a remarkable 
appearance, both were enlarged by the presence of multiple cysts 
and were of a curious dark plum colour. The right was the larger 
of the two and formed a tumour equal in size to a goose’s egg. The 
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enlargement was due to the presence of a number of cysts, some 
with serous contents, others filled with a deep-red jelly-like material ; 
some of these cysts ruptured during the process of removal. The left 
ovary was rather larger than a billiard ball, the cysts on its surface 
were smaller but of similar appearance. The uterus, together with 
the uterine appendages, was removed, the vessels were secured and 
the body amputated at the level of the os internum; as soon as 
the cavity was cut across a quantity of dark, semi-fluid blood escaped, 
the walls shrinking and contracting. The cervix was removed separ- 
ately. A nodule was felt in the posterior vaginal wall; this was 
enucleated, but on investigation it proved to be a small cyst and to 
contain no chorionepitheliomatous tissue. 

The patient made a good recovery, the convalesence being inter- 
rupted by no untoward symptoms. 

Immediately after removal the condition of the uterus and cervix 
was investigated; the cervical canal was occluded by a quantity of 
coagulated blood; a probe could be passed without difficulty but, 
apparently, the clot had been sufficiently firm to prevent the escape 
of blood, and to lead to distension of the cavity by hemorrhage from 
the surface of the growth. As soon as free exit was given, the uterus 
contracted, forcibly expelling a large quantity of blood. 

A puzzling feature in the clinical aspect of the case had been 
the rapid increase in size of the uterus associated with complete 
cessation of vaginal hemorrhage. The explanation was now quite 
clear; coagulated blood completely occluded the cervical canal, the 
hemorrhage previously external, had become converted into the con- 
cealed variety and led to the formation of a hematometra. 

We have read no account of the association of this condition 
with chorionepithelioma, and one of our reasons for recording this 
case is to draw attention to the possibility of such a complication. 
The rest of the history is soon told. On August 18th, five months 
after the operation, Dr. Sharman wrote as follows :—‘ The condition 
is not quite satisfactory although Dr. Griffith, Dr. Garrod and I 
have been unable to find anything suggesting a recurrence. The 
patient has had a series of attacks of neuritis and myalgia in different 
parts of the body and especially the chest, back and front, simulating 
pleurisy and pleurodynia, at first accompanied by slight evening 
rise of temperature. Recently she has been breathless with some 
palpitation but nothing definite to account for it.” A fortnight 
later, Dr. Garrod detected signs of new growth in the lung. Death 
ensued in the latter half of November. 

No post mortem examination was performed. 


Description of the specimen. 


After removal, fluid and clotted blood escaped and the walls of 
the uterus contracted, actively expelling most of the clot. At the 
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close of the operation the uterine cavity was packed with cotton-wool 
soaked in a ten per cent. solution of formalin. 

As seen at the present time the dimensions of the organ are : — 

Length, 8 inches. 

Transverse diameter at the level of the point of entrance of the 
Fallopian tubes 6} inches. 

Circumference at the same level 15 inches. 

In appearance it closely resembles a uterus enlarged by preg- 
nancy. The surface is smooth and peritoneum-clad throughout the 
greater part of its extent, beneath the peritoneum are numerous small 
dilated vessels; the shape is pyriform and the Fallopian tubes are 
attached two inches below the highest point of the fundus. The lower 
part of the body is devoid of peritoneum on both its anterior and 
posterior aspects, from these areas the peritoneum has been stripped 
during the course of the operation. A short distance above the level 
of the os internum amputation of the corpus uteri has been performed, 
the cervix was removed subsequently and the two parts have now 
been stitched together as nearly as possible in their natural position. 
The length of the cervix is 1} in.; its canal is patent, a large 
probe can be passed through its whole extent. The condition of 
hematometra did not depend upon any structural change in the 
cervix but resulted from occlusion of the canal by blood clot. 

The posterior wall of the uterus has been removed by a longi- 
tudinal coronal section. The cavity is greatly dilated, the walls are 
thickened but unequally so, and measure § of an inch in thickness 
at the fundus. 

On the inner aspect of the anterior wall nearer to the fundus 
than the cervix is an irregular area of ulceration three inches in 
length and two inches in breadth; its long axis corresponding roughly 
with that of the uterus. The edges of the ulcer are raised, hard and 
everted; the base is depressed below the level of the surrounding 
tissues. The ulcerated surface is covered by a number of papilli- 
form projections to which adhere portions of blood clot and debris. 

Nearer to the fundus, one inch above the upper margin of the 
ulcer, are two large patches of pale yellow material resembling masses 
of coagulated lymph. Sections cut through these show them to be 
composed of growth similar to that which forms the floor of the 
ulcer. 

The points of entrance of the Fallopian tubes are situated two 
inches below the summit of the fundus. The abdominal ostia are 
patent but deeply congested; in other respects the tubes appear to 
be healthy. On the surface of each are some small sessile sub- 
peritoneal cysts (dilated lymphatics) and attached in the neighbour- 
hood of the infundibulum on the right side are three small accessory 
tubes, two of these are fringed by miniature fimbrie, the third is 
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occluded at its distal extremity and forms a small cyst (hydrosalpinx 
of an accessory Fallopian tube). 

Both ovaries are enlarged but have shrunken and undergone 
changes in the process of hardening. As seen immediately after re- 
moval the right ovary formed a tumour the size of a goose’s egg, 
composed of a mass of thin-walled translucent cysts; some of the 
cysts ruptured during removal, their fluid contents escaping into the 
peritoneal cavity. A section through the organ discloses three main 
cavities filled with dark-red gelatinous material. 


The left ovary is smaller—the size of a golf-ball; its deeply cor- 
rugated surface is raised here and there into rounded eminences by 
the projection of small cysts. At one spot on the peritoneal aspect 
was a small yellow plaque measuring a third of an inch in diameter 
and raised slightly above the level of the surface, this was removed 
for microscopical examination and will be described subsequently. 
On section, the ovarian stroma is of an almost jelly-like consistence 
and of a red colour. 


Mecroscopical Examination. 


Sections have been cut in such a manner as to include the edge 
of the growth and a part of the adjacent uterine wall. The growth 
is a typical chorionepithelioma, composed of Langhans’s cells and 
syncytium. The fibro-muscular stroma of the wall is seen in 
part of the section; the tissues of which it is composed take the stain 
badly, many of the nuclei are fragmentary and details of a chromogen 
network cannot be determined. The fibrille of the muscle bundles 
can still be seen but the outlines of individual fibres are very 
indistinct. 

The nearer we approach the edge of the growth the more marked 
is the degeneration of the muscle and finally when we reach the 
growing edge of the tumour the maternal tissues are represented 
by an almost homogeneous fibrinous material closely resembling Nita- 
buch’s fibrin layer. In it, however, we can still trace the remains 
of degenerate nuclei, and scattered through it are a few round cells 
possibly of an inflammatory nature. 


In the normal ovum the trophoblast exhibits destructive proper- 
ties, in virtue of which the highly differential tissues of the decidua 
are, in its immediate neighbourhood, reduced and converted into an 
almost structureless fibrin-like mass; the same destructive action is 
exhibited by the tongue-like processes which form the vanguard of 
the growth. 

In a specimen of chorionepithelioma—probably the oldest in 
existence; for the patient died in the year 1872—studied by Dr. 
Williamson and described in “The Journal of Obstetrics and Gyn- 
ecology of the British Empire,” Vol. iv., page 306, he was able to 
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demonstrate in the neighbourhood of the growth a number of blood 
channels in the uterine wall, and to show that around these blood- 
spaces the cells which formed the out-posts of the tumour were 
grouped. This mode of invasion we cannot trace in the present case; 
we find no constant relation between uterine vessels and the tumour 
out-growths. 

Cells of various forms are seen in the deeper parts of the uterine 
wall. Those of one variety are small and possess a central vesicular 
nucleus surrounded by a scanty cell substance which stains faintly 
with eosin. In others the cell substance is granular and stains more 
deeply, the nuclei are denser and not clearly vesicular, in this respect 
resembling the syncytium. 

These various cellular elements are found in the tissues at some 
considerable distance from the tumour; the smaller cells first described 
are the most numerous; in their characters they differ markedly 
from the round cells so familiar to us in inflammatory processes and 
are evidently derivatives of the fetal epiblast. They are most numer- 
ous in the neighbourhood of the vascular spaces but are not confined 
to these areas. 

The tumour may be described as consisting of a sponge-work of 
syncytium, the interstices of which are occupied by large rounded or 
oval cells each possessing a single centrally situated nucleus. From 
the growing edge, tongue-like processes project into the uterine 
stroma; the maternal tissues in the neighbourhood of these projec- 
tions have undergone necrosis, they do not persist to form a stroma 
for the tumour but disappear completely, first becoming converted 
into a structureless substance resembling Nitabuch’s layer of canal- 
ized fibrin. As the result of the destructive action of the invading 
tissues, many of the processes are surrounded by spaces containing . 
red blood corpuscles ; it is from these vascular channels that the growth 
derives its principal blood supply. 

Two distinct varieties of tissue can be recognized in the growth : — 

(1) Syncytium present in the form of irregular masses, in the 
form of the so-called multinucleate giant cells and in the form of 
ribbon-like strands so united as to constitute a sponge-work; in the 
spaces of this sponge-work are groups of tightly packed cells. Be- 
tween the masses of syncytium on the one hand, and the well formed 
discrete cells on the other, all stages of gradation are found. The 
protoplasm of the syncytium stains well with eosin; it is finely granu- 
lar, opaque and vacuolated. The nuclei show no constant arrange- 
ment; in some parts they lie in rows, in others they are scattered 
irregularly throughout the protoplasm; in form and structure they 
exhibit marked differences, some are small round darkly-staining 
bodies, others are larger and vesicular and possess a distinct chro- 
mogen network. 
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(2) The Langhans’ Cells are rounded, with a clear defined out- 
line, the nuclei are large, centrally-situated, and vesicular, the cell- 
substance is granular and vacuolated, differing from the protoplasm 
of the syncytium in that it exhibits a reteform structure and stains 
less deeply with eosin. 

The syncytium forms a sponge-work of interlacing strands and in 
the interstices of this sponge-work lie groups of Langhans’s cells 
packed closely together. 


Microscopical examination of the ovaries reveals :— 

(1) That the organs are unusually vascular. 

(2) That lutein tisue is present in three situations. (a) In the 
walls of the cysts. (6) In the ovarian stroma. (c) On the surface 
of the ovary. 

(3) That the stroma-cells have undergone modifications. 

The blood-supply of the organs is a rich one, in addition to well- 
formed vessels there are vascular channels possessing little more than 
an endothelial lining. The red jelly-like appearance of the ovaries 
is due to the presence of blood extravasations into the edematous 
stroma. 


The Lutein Tissue. 

The various cysts scattered through the ovaries are lined by a 
pale yellow membrane composed of lutein cells, this membrane is 
thrown into wavy folds. In most instances the lutein cells are in 
direct contact with the cyst contents, occasionally a lining of fibrin- 
ous almost structureless material lies within the lutein layer. A 
stratum of similar material is constantly to be seen in the normal 
corpus luteum separating the lutein cells from the central blood-clot 
and, in our opinion, is to be regarded as the membrana propria of 
the normal Graafian follicle greatly hypertrophied. 

The lutein tissue is formed of rounded and irregularly-shaped 
cells with opaque cell-substance and a centrally situated vesicular 
nucleus. Karyokinetic figures are seen in some of the nuclei and 
furnish evidence of rapid cell proliferation; such figures are rarely 
found in the mature corpus luteum. Groups of lutein cells are 
scattered through the stroma and, at one spot on the surface of the 
left ovary, a mass of the tissue projects. 

We have already drawn attention to a small yellow plaque one 
third of an inch in diameter attached to the surface of the left 
ovary. The mass is composed of rounded cells with a central vesicular 
nucleus and epaque cell-substance; between the cells is a scanty 
inter-cellular stroma. Two explanations of the origin of this group 
of cells suggest themselves. (1) That we may have here a “ decidual 
nodule,” one of those small masses of decidual cells described origin- 
ally by Schmorl and Kinoshita which are so often to be found scat- 
tered over the peritoneum of the uterus and of Douglas’s cul-de-sac 
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and upon the surface of the ovaries, in women dying soon after child- 
birth. (2) The nodule may be composed of lutein tissue. The yellow 
colour of the plaque and the characters of the cells have led us to 
adopt the latter view. Dr. F. W. Andrewes and Dr. Cuthbert Lock- 
yer, who have been good enough to examine the sections, agree with 
our conclusions. 

The ovarian stroma has become modified; in many parts it is 
cedematous and degenerate, the cells possess oval or rod-shaped nuclei 
and the elongated cell-processes unite to form a network whose meshes 
are sometimes occupied by red blood-corpuscles. In this degenerate 
stroma are groups of lutein cells. In other places the stroma-cells 
are no longer of the embryonic type but are oval or rounded with 
large clear vesicular nuclei some of which show karyokinetic figures ; 
it is possible that these may represent the earlier stages of the lutein 
cell. We possess no differential stain for lutein tissue and we are not 
in a position to state with certainty that these modified stroma-cells 
are of this nature. 

In a paper read before the Obstetrical Society of London in 
1905, Dr. Cuthbert Loekyer accepted the theory of migration of lutein 
cells; there is no positive evidence available in favour of the existence 
of such a phenomenon. The origin of the lutein cell cannot be re- 
garded as definitely settled. We are, however, firmly convinced that 
it arises by modification of the cells of the theca interna and not from 
the membrana granulosa. The cells of the theca interna are merely 
modified stroma cells, and we find no difficulty whatever in believing 
that lutein tissue may arise directly from the connective tissue cells 
of the ovarian stroma. The specimen before us furnishes no clear 
proof of the truth of this theory, but the marked modifications in the 
form of the stroma and the presence of the groups of lutein cells 
scattered through it are very suggestive. 


The study of chorionepithelioma is still in its infaney and it 
is important that every case presenting unusual features in either 
its clinical or pathological aspect should be reported. In its clinical 
aspect this case was unusual in that a month before operation there 
was cessation of vaginal hemorrhage although the uterus continued 
to enlarge. 

In its pathological aspect it presents three points of special in- 
terest. 

First, in the excessive formation and wide distribution of lutein 
tissue throughout the ovaries. 

Secondly, in that it supports the theory that lutein cells may arise 
by modification of the connective-tissue cells of the ovarian stroma. 

Thirdly, in the presence of a layer of necrosed tissue, closely re- 
sembling Nitabuch’s layer of canalized fibrin between the uterine 
wall and the tumour out-growths. 


10 
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II. 


Calcareous Fibro-Myoma of the Right Ovary Com- 
plicating Delivery in a Primigravida et. 22. 


By T. W. Conway, L.R.C.P.1, &e. 
Assistant Master, Coombe Hospital, Dublin. 


Tue following rare and interesting case came under my notice some 
few months ago. I saw the patient for the first time January 24th, 
1907, after she had been in labour for six days. The following is a 
short history of the case. 

The patient, Mrs. R., et. 22 years, was married three years ago. 
She had always enjoyed good health until five years ago when she 
slipped off a chair and bruised herself; two months after this she 
had retention of urine and it was found necessary to catheterize 
her. Since this time, however, the patient had again enjoyed good 
health, with the exception of feeling, during the past two months, a 
dull aching pain in the right side whenever she was at all tired or 
had walked any distance. 

She was admitted to the Coombe Hospital, Dublin, January 24th, 
1907, at 10 p.m., with the statement that “a foot was in the passage.” 
As a matter of fact a lower limb was protruding from the vulva. 

The following isa short account of the events of the week 
immediately preceding the patient’s admission. 


Friday, January 18th, 1907. This morning patient had pains of a 
bearing down character, which lasted all day and became more severe 
as the evening wore on. She also had pains radiating from the small 
of the back round toward the front and down the legs. She slept 
very little that night and by the next day the pains had become 
continuous. The following morning patient sent for her doctor who 
strongly advised her to go into hospital because, he said, there 
was a “lump” in the passages, interfering with the birth of the 
child. This, however, she was unable or unwilling to do; so she re- 
mained at home, suffering all the time much pain of a bearing down 
character. This pain continued during the next two days and on 
Thursday morning, January 24th, she experienced a severe “shed- 
ding.” Onaccidentally putting her hand down to the vulva she noticed 
a limb protruding from the passages. She again sent for her medical 
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attendant and he once more strongly advised her to go into hospital, 
since he found it impossible to deliver the child, owing, he told 
her, to the aforesaid lump being directly in the passages and pre- 
venting the descent of the child. Mrs. R. now took the doctor’s 
advice and came to the Coombe Hospital, which she reached after 
driving four miles in a cab. 


On admission, the patient was found to be having violent and 
continuous pains, and she bore traces of prolonged labour. From the 
vulva, a leg was seen protruding. On making a vaginal examina- 
tion I found a large hard mass about the size of a fetal head, 
completely blocking the passages, except that portion through which 
the leg had become prolapsed. The mass was very hard, and ir- 
regular ridges could be distinctly felt on it; it filled the pelvis and 
was resting on the perineum. It extended forwards toward the sym- 
physis pubis to within an inch and a quarter of it, the space between 
the symphysis and the hard mass being completely taken up by the 
prolapsed limb. The leg was firmly jammed and could not be moved 
in any direction. The patient was anesthetized and still neither 
tumour nor limb could be dislodged—in spite of the Trendelenburg 
position being employed. The tumour was so firmly fixed that it 
actually seemed to grow from the sacrum. I was now convinced 
that I could not dislodge the mass and consulted the Master (Dr. 
T. G. Stevens, F.R.C.S.I.). We decided that Caesarean section was 
the only method of delivery left to us. The patient was therefore 
prepared for operation and on being deeply anesthetized (ether) 
another and last attempt was made to dislodge the obstructing mass. 
Fortunately our efforts were this time rewarded with success; the 
mass was pushed up and receded as far as the diaphragm. The 
child was delivered as a “ footling ”; some difficulty was experienced 
with the after-coming head, and on being delivered the child had 
the appearance of having been dead for some time. From this time 
the patient did very well and she was discharged from the hospital in 
ten days. 


After labour it was found that the tumour could be freely moved 
in all directions—from the diaphragm to the pelvis, especially so 
on the right side. 


Some weeks later the patient returned to the hospital for opera- 
tion. 


On opening the abdomen I found a very hard, round tumour of 
the right ovary, equal in size to a foetal head. This tumour was 
extremely movable, had a long pedicle and, what struck one parti- 
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cularly, was remarkably free from adhesions. The pedicle was liga- 
tured, the tumour removed, and the stump top-stitched. The abdo- 
men was closed, the skin incision being occluded by means of clamps. 
These latter were removed on the eighth day, recovery having run 
a very normal course. She remained in the hospital for 3 weeks, 
after which she was discharged home well. 

The patient now (June, 1907) is enjoying excellent health and 
has no untoward symptoms. 

On microscopic examination Professor McWeeney found the 
tumour to be a fibro-myoma of the ovary undergoing calcareous 
degeneration. 

I wish, in conclusion, to express my gratitude to Dr. Stevens for 
permitting me to publish the case and for having allowed me to 
perform the operation under his instructions, and also to thank Dr. 
Orbell for his kind assistance. 





Lumbar Anesthesia 


REVIEW OF CURRENT LITERATURE. 


Experimental Studies on the After Result of Lumbar Anesthesia. 
FALKNER (A.). Zentralb, fiir Gyndkol., 1907. No. 3.—In a certain percentage of 
cases unfortunate by-effects occur during and after operations under lumbar 
anasthesia, e.g., during operation may be noted pallor, small pulse, shallow breath- 
ing; after operation, cyanosis, headache, sickness, anxiety, and pyrexia. Réder 
mentions two cases of paralysis of the abductor muscles of the eye. Loser and Curt 
Adam have recorded similar cases. Greiffenhagen had two cases of respiratory 
paralysis in neither of which had the pelvis of the patient been raised. In a case of 
Seldowitsch’s which died five weeks after operation, the spinal cord was found to be 
normal in appearance. Falkner has endeavoured, without success, to find an anato- 
mical cause for paralysis after spinal injections. To each of eight rabbits he gave 
2—4 injections of Merck’s tropacocain, and killed them at various intervals varying from 
15 minutes to four months after the injections. Serial section of brain and spinal 
cord gave purely negative results. CuTHBERT LOCKYER. 


The Technique of Scopolamin-morphine Administration in 
Obstetrics. 

Gauss (C. J.). Zentralb. fiir Gyndkol., 1907. No. 2.—By the administration of 
these drugs it is sought to bring and to keep the patient in a state of partial un- 
consciousness for which the writer has coined the word ‘‘démmerschlaf.”’ 

The doses of the drugs advised are ‘0008 to 00045 gr. scopolamin with ‘01 gr. of 
morphine, after 14 hours ‘0003 to 00015 scopolamin without morphine is given. 

The results of 1,000 cases in which this technique has been carried out are given 
in the Miinchener med. Wochenschrift, 1907. CuTHBEeRt LOCKYER. 


The Action of Secacornin in Obstetrics. 


Scuvusert (G.). Miinchnr. med. Wehnschr., 1907. No. 26, S. 1266.—This drug 
is a preparation of secale cornutum in which the active principle causing contraction 
of the uterus is preserved and all other matter, especially the poisonous sphacelic 
acid, is, as far as possible, eliminated ; it has long been known and used in Switzer- 
land under the name of “ Ergotin-Keller.” It can be administered by the mouth or 
by subcutaneous or intramuscular injection, 1 gm. being equivalent to 4gm. of secale 
cornutum or to 0°008 gm. of amorphous cornutin. 

From numerous experiments Schubert finds that secacornin, not only causes con- 
traction of the womb but, when labour pains are occurring, increases their frequency, 
and that though it does not make the force of the contractions materially greater, 
it induces a condition of persistent contraction in the uterus which is manifested by 
a considerable elevation in the manometer maintained during the intervals between 
the pains. It is best given subcutaneously, and in the Breslau Klinik is given: (1) 
prophylactically, in all labours in which severe bleeding is to be expected; (2) in 
atony of the uterus; (3) after any intrauterine intervention during labour; (4) in 
retention of the membranes; (5) in subinvolution; (6) after the evacuation of an 
abortion. It is contraindicated in hemorrhage during pregnancy and in the first and 
second stages of labour. E. Scorr CARMICHAEL. 
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The effect of Cholin and of the X-rays on the Course of Pregnancy. 

NEuMANN and FEetuner. Miinchnr. med. Wchnschr., 1906. No. 23, S. 1131.—A 
polemical article criticizing one by Hippel and Pagenstecher,( who reported that in 
one series of experiments they found that when the abdomen of pregnant rabbits was 
exposed to the influence of the X-rays, gestation was interrupted in 60 per cent. of 
the cases, and in a second series, found similar results when the upper part of the 
body only, was so exposed. 

Neumann and Fellner point out that these experiments tend to show that the 
direct exposure of the uterus to the rays has no influence worth mentioning upon 
the foetus, rather than that a Roentgen leukotoxine is formed which kills the embryo. 

The effect of the injection of choline does not bear upon the question, as any 
diffusible poison would act in the same way. The interruption of pregnancy when 
the upper part of the body only is exposed, is to be attributed, partly, to the general 
working of the X-rays, partly, to their influence upon the thyroid gland. 

Though by exposing the whole body to a very powerful illumination by the X-rays, 
without protecting the ovaries and thyroid gland, the interruption of pregnancy has 
been obtained in 60 per cent. of the cases, by a much weaker exposure of the ovaries 
alone, pregnancy was interrupted in 100 per cent., and, therefore, it must be ad- 
mitted that the exposure of the ovaries to the X-rays is in direct causal relationship 
with the interruption of pregnancy. F. Scorr CARMICHAEL. 


Abnormalities in the Splitting of the Decidua at the Point of 
Junction between Reflexa and Basilaris. Their Significance 
in Abortion, Placenta Circumvallata, &c. 

Krémer. Zentralb. fiir Gyndkol., 1907. No. 5.—This is a long and illustrated 
article abounding in quotations from the work of other authors, but in which the 
names of Peters, Leopold and Spee, are conspicuous by absence. The illustrations, 
which are essential, cannot here be reproduced. Curupart LocKkyYER. 


Care of the Abdominal Wall during Pregnancy and after Labour. 
Crema. Zentralb. fiir Gyndkol., 1907. No. 3.—The author gives illustrations of 

various supports which he uses, and discusses the well-known troubles incident to 

enteroptosis and movable kidney. CuTHBERT LOCKYER. 


Hyperemesis Gravidarum. 

Batscu (K.), Tiibingen. Berliner klin. Wehnschr., 1907. No. 11.—Baisch divides 
20 cases of hyperemesis seen in the Tiibingen Klinik into three groups: (a) those 
which had their origin in the central organs (especially hysterical cases) ; (b) cases in 
which gastric lesions were present; and (c) those in which there was an abnormal 
production of emetic material in the uterus. The various causes had to be considered 
in treating the cases. For the first group, in addition to absolute rest in bed, the 
care of the patient in an institution is most important; for the second group, the 
arrangement of a suitable diet, and for the third, the treatment should be helped, by 
the administration of drugs, particularly by the subcutaneous injection of from 0°3 to 
0°5 mg. of scopolamin once or twice daily. Free diuresis must be induced if possible, 
and the intestines should be irrigated. The weighing machine will decide whether 
operative interference is necessary. If so, no time should be lost, and after pre- 
liminary dilatation of the os uteri, the ovum should be removed with Winter’s forceps. 


The Pretended Causal Influence of Lactic Acid in the Eclampsia 
of Pregnancy. 

Donato (J.). Berliner klin. Wehnschr., 1907. No. 9.—Donath by the in- 

vestigation of the cerebro-spinal fluid of nine patients who were true epileptics, has 
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obtained absolutely negative results as regards lactic acid. He has also made experi- 
ments upon dogs to see whether the intravenous injection of lactic acid would cause 
convulsions, but in none of the experiments did anything of the kind appear. It 
cannot therefore be supposed that, as has recently been alleged, eclamptic convulsions 
are attributable to lactic acid. Nor can the butyric or acetic acid occasionally found 
in the blood cause such attacks. 


Eclampsia: 200 Fits and Recovery. 

ENGELMANN (F.). Zentralb. fiir Gyndkol., 1907. No. 11.—A primipara, aged 22, 
had before and soon after delivery about 30 or 40 fits. After venesection and infusion 
they ceased altogether for 44 days, but then returned and were violent and frequent, 
155 in 28 hours. After further venesection and infusion, the woman was almost 
moribund arid the attacks ceased altogether. In spite of an attack of puerperal mania 
and slight pneumonia, the woman at the end of three’ weeks had completely recovered. 

Engelmann attributes the happy result to the efficient action of the kidneys. The 
venesection and free administration of fluids (by the mouth, the rectum and intra- 
venous infusion) were evidently of use, while diaphoretic measures were of no avail. 


Decapsulation of the Kidney in Puerperal Eclampsia. 

POLANO. Zentralb. fiir Gyndkol., 1907. No. 1.—Sippel, Harrison and Edebohls, have 
advocated incising the capsule of the kidney in eclamptic anuria, and Krénig has 
expressed his approval of the procedure “in suitable cases.” Polano was inspired to 
try this experiment from reading Edebohl’s account of three successful cases. His 
patient had been in a more or less continuous state of coma for ten days after 
delivery, and the amount of urine had been diminishing until only five fl. oz. were 
passed in twelve hours. After decapsulation, over thirty fl. oz. were excreted in 
nineteen hours. The patient died, but the author hints that the operation was delayed 
too: long, and he still believes in this method of treatment. [Steam baths do not 


appear to have been tried.] CuTHBERT LocKYER. 


Eclampsia without Convulsions. 

Scuturius. Zentralb. fiir Gyndkol., 1907. No. 4.—The case was similar to those 
recorded by Bender, Esch, Schmorl, Wend and others. Schlutius had prognosed 
eclampsia as all the prodromal signs and symptoms had been noted. The urine con- 
tained casts, much bile pigment, and from 4 to 5 percent. albumen. Attacks of coma, 
alternating with restlessness and sickness, followed a normal labour. The pulse rate 
was 120; the temperature 37°8° C.; the urine contained 3 per cent. of albumen, bile 
pigment casts; retinoscopy negative. The patient recovered. Was this uremic coma 
or eclampsia without convulsions? Poten denies the existence of the latter, and the 
author leaves the question open. Curupert Lockyer. 


The Changes in the Liver in Eclampsia. 

KonsTanTINowITscH (W.). Ziegler’s Beitrage. Bd. xl., Ht. 3.—Investigation of 
the livers of 30 cases of eclampsia disclosed the characteristic lesions of the disease 
in all but 5 cases; in 23 these changes were more or less pronounced, especially in the 
periphery of the lobes, that is to say hemorrhages, fibrinous exudates, ectasies of the 
capillaries, and lesions of the parenchyma, in which, in two cases, healing and 
regeneration had already begun. In 2 instances the necrosis affected not only the 
parenchyma of the liver but also the connective tissue of Glesson’s capsule. 

The extension and severity of the changes in the liver seem to stand in an 
inverse ratio to the severity and frequency of the convulsions; indeed; even in 
“eclampsia without convulsions,” the liver exhibits the characteristic changes. 

It is very remarkable that in cases of eclampsia that do not prove fatal, the 
changes in the liver may come to resemble the anatomical appearance of cirrhosis. 





150 Journal of Obstetrics and Gynecology 


The Classification of Contracted Pelves and the Prognosis of the 
different Forms. 

Batscu (K.), Tiibingen. Zentralb. fiir Gyndkol., 1907. No. 10.—It appears from 
the numerous cases in Déderlein’s, Zweifel’s and Saxinger’s kliniks, that under the 
old classification of contracted pelves 25 per cent. more spontaneous births occur in 
generally contracted, than in flat, pelves. On the other hand, if the conjugata vera is 
made the criterion for classification, the proportion of spontaneous births is about the 
same for each form. Spontaneous delivery depends in the first place, therefore, on 
the length of the conjugata vera not upon the shape of the pelvis. The more favour- 
able prognosis as to labour in the generally contracted cases is chiefly due to the fact 
that the children are smaller than in cases of flat pelvis. Baisch suggests classifying 
contracted pelves entirely according to the length of the true conjugata and into 
three groups up to 8, 7, and 5cm. respectively, a true conjugate below 5cm. in- 
dicating an absolutely contracted pelvis. 


The Induction of Labour in Contracted Pelves. 

Cooxe (J. B.). Amer. Journ. Obstet., 1907. Vol. lv., p. 753.—After expressing 
his approval of Miiller’s method of estimating the relative size of the foetal head and 
the pelvis, the author discusses the induction of labour by bougies and by gauze 
packing of the lower uterine segment and vagina. In multipare, he uses a ring made 
of a piece of watch spring and covered by a rubber catheter. This is boiled and 
pinched together in a figure of eight fashion so that two unequal parts are formed. 
The smaller end of the ring is then pushed up into the lower uterine segment and the 
tape constricting its waist removed, so that it can now exert gentle pressure on the 
cervical walls. The vagina is lightly plugged with gauze to keep the ring in place. 
The author is thoroughly satisfied with this procedure, but does not supply any 
information as to the duration of induction by these expansion rings. 

C. Nepean LonGRIDGE. 


The Change in the Obstetric Treatment of Contracted Pelves 
brought about by Hebotomy. 

SEELIGMANN (L.). Miinchnr. med. Wcehnschr., 1907. No. 14, S. 695.—At the 
Hamburg Medical Society, on March 19th, 1907, Seeligmann described the recent 
developments in the methods and technique of hebotomy as having upset the accepted 
indications in the treatment of labour in women with contracted pelves, and changed 
their principles about the following points: (1) In primipare with slight, moderate, or 
even extreme flat ricketty, contraction of the pelvis, as the operation can be per- 
formed the moment the life of the child is imperilled, they could now wait with much 
more confidence than formerly, and by making every preparation for the operation 
beforehand a basis, as it were, was laid for the conservative treatment of these cases. 
(2) From their experience in Hamburg during the last 10 years of the artificial induc- 
tion of premature labour, that proceeding should be abandoned. (3)Prophylactic 
version, considering its very doubtful results, especially in generally contracted pelves 
of medium and high degree, and having regard to the happy results of hebotomy 
upon the life of the child should also be abandoned. (4) Cesarean section on relative 
indications should give way to hebotomy in all cases in which the conjugata vera was 
not less than 6cm., as Seeligmann had succeeded (in his third case) in delivering a 
child alive through a pelvis of that size, after version. (5) Perforation of a living 
child may be said to be as good as eliminated from obstetric practice. 

Seeligmann then discussed his own method of operating which has recently been 
adopted by a number of obstetricians with good results for mother and child. He 
displayed his armamentarium and explained the advantages of his hollow needle and 
way of operating compared with Bumm’s method and instruments. [Finally he 
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exhibited a number of Réntgengrams of patients he had operated upon, and ex- 
pressed the hope that owing to improved methods of technique, the operation would 
soon become the common property of all who were engaged in obstetric work. 

This communication gave rise to a lively discussion, as a result of which it appears 
that the utility of hebotomy, while asserted by some obstetricians, is denied by 
others. The operation has still to be perfected, but when the technique is better 
known will undoubtedly not only compete with the induction of premature labour and 
Cesarean section on relative indications, but cause them to be abandoned. While for 
the present it is too difficult for the practitioner, it can be satisfactorily carried out 
in the Klinik. It is incumbent on the operator to inform the woman and her 
relations of the possible injurious consequences of the operation. Some speakers 
insisted that the results of artificially induced labour were by no means so bad as had 
been asserted. The question was raised whether old affections of the bones of the 
pelvis (for instance tubercular disease) might not contraindicate pubiotomy. 


Hebosteotomy (Pubiotomy). 

Bircer (0.). Gyndkologische Rundschau. Bd. i., Ht. 12.—This paper, read 
before the recent German Gynecological Congress in Dresden, gives an account, with 
after-histories, of all cases of pubiotomy performed during the last 2} years of 
Prof. Schauta’s Clinic in Vienna. During that time 700 cases of contracted pelvis, 
having a true conjugate of between 64 and 94 cm., had been patients in the clinic, and 
pubiotomy had been performed upon 22. 

The limits of the conjugata vera generally taken as suitable for pubiotomy are 
from 7cm. (2°8 inches) to 9cm. (3°6 inches), and no difference is drawn between 
simple, flat, and generally contracted pelves. The proper time to operate is often 
difficult to decide. In multiparez, whose previous obstetrical history is known (nature 
of the labours, presentations, size of child’s head, etc.), the operation may be per- 
formed fairly early; in primigravide, as with strong pains and great moulding of 
the head, spontaneous delivery often occurs, through surprisingly small pelves, labour 
should be allowed to continue much longer before performing the operation, so as to 
give the possibility of spontaneous delivery every chance. 

The technique adopted was the same in all the cases—a small vertical or hori- 
zontal incision over the pubic spine down to the bone on the selected side; separation 
of the soft parts from the posterior surface of the bone with the finger; passage of 
the needle and its withdrawal carrying the chain saw, and division of the bone. In 
the first few cases the sides of the pelvis were carefully pressed together during the 
division of the bones—but latterly this was given up, without any ill-effects arising. 
Drainage is not now employed in the wounds. Of the 22 cases, 3 were primigravide 
and 19 were multipare. The 19 multipare had had 34 previous pregnancies, result- 
ing in 7 living and 25 dead children and 2 abortions; of the dead children, 11 were 
delivered by craniotomy, 3 each by forceps and version, 1 by decapitation and 7 
spontaneously. All the living children were small: 4 were born naturally and 3 by 
forceps or version. 

The pelvis in these 22 women was generally contracted in 11, simple flat 
in 10, and transversely contracted in one instance. The true conjugate was calculated 
from the diagonal, measured by the hand; internal pelvimeters have been given up 
for some time. The indications for operation were chiefly the amount of contraction 
and the obstetrical history, but the duration of the labour, the engagement and pre- 
sentation of the head, and any complications on the part of mother or child, were 
also taken into consideration. 

In the majority of cases labour was allowed to continue from 24 to 85 hours before 
performing pubiotomy, to see if moulding of the head would not allow of the 
spontaneous birth of a living child. In many of the cases existing sepsis would have 
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contraindicated Cesarean section. The operation was never performed when the 
child was dead, or when its condition was very precarious. 

The child was delivered in 13 cases by axis-traction forceps: in 2 by ordinary 
forceps, after pressing the head into the pelvis; in 5 cases by podalic version; in 1 
by ordinary breech extraction; and, in 1 instance, labour was allowed to proceed 
and delivery occurred spontaneously. 

Version is the best method of delivery for the mother: in 4 of the 5 cases there 
was no tear anywhere; in 1 there was a transverse tear of the posterior bladder wall 
(large head, C.V.=7cm.). Only 3 of the 15 forceps cases were quite free from any 
tear : vaginal tears communicating with the divided ends of the bone occurred in 5, 
non-communicating tears in 6, and a cervical tear in 1; in the case delivered spon- 
taneously also there was a communicating vaginal tear. The vaginal tears were trans- 
verse, far forward in the lateral vaginal wall near the anterior columna, and opposite 
the ends of the bones, and were completely due to the thinness of the tissue inter- 
vening between the head and the ends of the bones. Thus the forceps is much more 
likely to cause laceration than version. The separation of the bones amounted to 
2 finger-breadths in all cases except the one in which there was a tear in the 
bladder and in which there was separation to 5 finger-breadths—without any injury 
to the sacro-iliac ligaments. 

As regards asepsis: 13 of the cases had been previously examined outside the 
Clinic, but only 2 had a serious rise of temperature, one being a case of severe 
parametritis. Of the 9 cases not examined outside, one had a rise of temperature 
lasting one day. 

Many of the cases had difficulty in micturition requiring the catheter during the 
first day ; in a few, a hematoma of the labium arose on the side operated upon. 

The patients were allowed to move in bed on the 5th and 6th day, when passive 
movements of the leg on the side operated upon were commenced, and massage over 
the site of operation to favour callus-formation ; they were allowed to get up, from the 
9th to the 22nd day. There were no cases of femoral thrombosis, and none of the 
patients showed any ill-effects on their discharge. 

As regards the children in the forceps cases, the results were excellent. All except 
one, a second twin, were born alive; 2 died on the second day—in both of them 
meningeal hemorrhage was found and in one high forceps had been tried un- 
successfully before pubiotomy. As regards the actual delivery of the child after 
pubiotomy—if the conditions demand it—the child must be delivered at once; if, on 
the other hand, there is no need for haste, the delivery may be left to nature as there 
is then less likelihood of injury to soft parts. 

The after-histories of 13 of the first 17 cases were obtained at intervals of from 
3 months to 2} years after operation: 5 of the children had died within the first 
few months of life, and as they had all left the Clinic well, their death was probably 
due to bad nursing, etc. 

The power of walking and working was perfectly restored in 11 cases; one woman 
became tired after walking a short distance, and in another the leg on the side operated 
upon became swollen after prolonged standing ; but only in one instance was there any 
real ill-effect, a neuritis of the anterior crural nerve. In two instances the scar was 
adherent to the bone and there was prolapse of the vagina in two cases, probably due 
to injury of the pelvic floor caused by the separation of the bones. 

As regards the external measurements of the pelvis: in 9 cases there was an 
increase of from 0°5 to lcm. in the intercristal diameter, and a corresponding increase 
in the true conjugate of from 1 to 5mm. In 8 cases the external measurements re- 
mained unaltered, and the conjugate showed no increase. In the transversely con- 
tracted pelvis there was an increase in the bi-trochanteric diameter of lcm, but no 
increase in the conjugate. The transverse diameters are therefore more increased 
after pubiotomy than the conjugate. 
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In 9 instances a clear interval between the ends of the bones could be felt, and in 
all these cases there was an increase in the transverse and conjugate diameters. In 
3 cases showing no break in continuity between the ends of the bones there was no 
increase in the diameters. 

Examination by the X-Rays showed in most cases an interval between the divided 
ends of the bone, and the nature of the union to be: (1) by pure fibrous tissue in 
3 cases; (2) completely bony in 2 cases; and (38) fibrous in 8 cases with more or less 
periosteal and endosteal callus. 

The after-histories of the cases show that pure fibrous union is not unfavourable 
as regards capability for walking and working, and it is indubitably much the most 
favourable for permanently widening the pelvis. 

Three of the patients bore children afterwards: the first 1 year after pubiotomy 
had a full time, living child, delivered by forceps ; the second, 1 year after pubiotomy, 
had a living child born spontaneously; the third, 1 year after pubiotomy, was 
delivered by version of a living child. The last twa children were small, and one 
was premature and could have been born easily without any widening of the pelvis. 

These after-histories show that women who have undergone pubiotomy do not 
suffer from any bad after-effects and that in most cases a permanent widening of the 
pelvis results, concerning the value of which for later labours, we have yet no 
conclusive facts. EarpLey HOoLtanp. 


Repeated Pubiotomy on the same Patients. 

Prewver. Zentr. fiir Gyndkol., 1907. No. 2.—Pubiotomy is certainly less 
dangerous than symphysiotomy, but it has not been proved that it will yield better 
after results. After symphysiotomy birth occured spontaneously on a subsequent 
occasion, but only one case (that of Reifferscheid) has been recorded in which, in a 
subsequent labour, spontaneous delivery has followed pubiotomy, and in this par- 
ticular instance the child was a small one. The scar between the divided bones was 
felt to be a finger’s breadth in width, and it is to the extensibility of such fibrous 
union that good after results in future labours will be due. In Preller’s patient, 
labour had ended three times in perforation; two living children were born, one died 
directly after birth, the other lived for five years. Pubiotomy was performed after 
labour had lasted 22 hours. The patient got up on the 14th day and could walk wel] 
on the 25th day after operation. Seventeen months later the patient was in labour 
again. After waiting 17 hours, pubiotomy was performed on the side of the pelvis 
opposite to that of the former operation. The patient stood upright without help on 
the 12th day and left hospital 17 days after operation. CurTupert Lockyer. 


Three Cases of Placenta Previa treated by Bossi’s Method. 
Guasoni (E.). Zentr. fiir Gyndkol., 1907. No. 5.—The three patients recovered ; 
one child lived ; craniotomy was performed upon another because of hydrocephalus ; 
the third died of asphyxia. The average time for complete dilatation was eight 
minutes; there was some laceration in the craniotomy case. Two points are insisted 
on: The rapidity of the dilatation and the absence of injury to the cervix. 
CurTHBERT Lockyer. 


The Treatment of Placenta Previa in Private Practice. 

Féra (J.), Coblentz. Zentralb. fiir Gyndkol., 1907. No. 12.—By an interrogatory 
addressed to the midwives of the district, Fiith obtained reports of 726 cases of 
placenta previa. The total mortality was 143 (19°7 per cent.). No tampon was 
applied in 90 cases, 6 of which proved fatal ; the tampon was used in 96 cases, in 16 
of which the patient died. He therefore concludes that though in Lying-in Hospitals 
expectative treatment may be preferred, in private practice immediate delivery is 
safer than plugging, and he has adopted this principle in 10 private cases of his own 
with invariably good results for the mother. 
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Conglutinatio Vaginz and Conglutinatio Orificii Uteri in 
regnancy. 

Berczetter (IMRE), Budapest. Zentralb. fiir Gyndkol., 1907. No. 12.—(1) A 
primigravida, aged 21, in the third month of pregnancy, complained of hemorrhage, 
and on internal examination the vagina was found to end in a cul-de-sac, the 
anterior and posterior wall being adherent at about the junction of the upper and 
middle third of the canal, where a tolerably firm cicatrix could be felt. When the 
posterior wall of the vagina was depressed with a speculum, a straight row of small 
apertures separated by very narrow bands of mucous membrane could be seen, and 
had the appearance of a seam in cloth put upon the stretch. Three weeks later this 
seam was still there, but had been so softened by the increase in the relaxation and 
secretion of the vagina due to pregnancy that it was easily separated by slight pres- 
sure, so that the portio could be felt. The woman aborted without any accident and 
afterwards had several normal labours. (2) A primigravida, aged 30, at the end of 
the eighth month was admitted to hospital after having had labour pains, increasing 
in violence, for three days. The portio was taken up and a tense tumour, the size of 
a mandarin orange, could be felt in the vagina, evidently formed by the distended cervix. 
At the lowest part of the tumour there was a small depression representing the os and 
having, in the speculum, somewhat the appearance of a prolapse of the mucous mem- 
brane of the urethra not projecting beyond the orifice. After the chorion had been 
detached from the cervical mucosa, a couple of slight incisions and rupture of the 
membranes, labour ended in 24 hours. The obstacle to labour appeared to have: been 
conglutinatio choriit cum mucosa cervicis. 


On Detachment of the Placenta. 

Hormerer (M)., Wurzburg. Berliner klin. Wehnschr., 1907. No. 12.—Hofmeier 
declares in favour of an absolutely expectative attitude in the third stage, and con- 
demns the practice of Credé’s method of expression except upon definite indications. 
He recommends that the blood lost after the birth of the child should be received 
in a dish so that its amount may be accurately estimated and the moment 
for operative interference not be passed. He uses lysol for disinfecting the 
vagina, and, for intrauterine attack, requires sterile indiarubber gloves. He has in 
spite of hemorrhage delayed the manual detachment of the placenta, for eight hours. 
From his own observation he concludes that it is often impossible to say with cer- 
tainty, from the inspection of the after-birth, that none of it has been left behind in 
the uterus. The partial or even total retention of the chorion he considers a matter 
of little importance by no means justifying any grave interference. In the absence of 
hemorrhage he advises that after 3 or 4 hours steps should be taken to detach the 
placenta. 


Twins in one Amniotic Sac. Cords Twisted and Knotted. 

Pittz, Zentralb. fiir Gyndkol., 1907. No. 2.—Ahlfeld states that twins with one 
amnion occur once in 1325 twin births, and as twin-births occur once in eighty cases, 
the above condition occurs once in 10,600 births. Holzapfel has collected 44 cases. 
In 28 the cords were knotted together. In Piltz’s case the placenta showed no sign 
of partition, it weighed 1,000 gm., and was 2cm. thick. The various opinions as to 
the cause of this condition are discussed, and a bibliography is appended. 


CurHsBert LOCKYER. 


A Case of Quadruplets. 

WasupBurn (Frank H.). Amer. Journ. Obstet., 1907. Vol. lv., p. 751.—There 
are about three cases of quadruplets reported yearly in the literature of the civilised 
world. Veit, in a study of thirteen million births in Prussia, found that quadruplets 
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occurred once in 371,126 cases. A primigravida, aged 31, was expecting to be confined 
in April. In December, her vulva and all the parts below her waist line became 
cedematous, and a slight trace of albumen was found in her urine. Her abdomen was 
extremely distended, making palpation very difficult, but nevertheless twins were 
suspected. The abdomen continued to enlarge rapidly, and hydramnios was diagnosed 
in addition to twins. Towards the end of December the patient complained of 
epigastric pain and the os was found to be dilating. “A tremendous gush” of liquor 
came away and three female children, each 13 inches long, were born within an hour, 
all being in anterior vertex positions. The fourth child was a male. The children 
did not survive. The three females were attached to what seemed to be a common 
placenta, while the male was attached to a distinct placenta. There were anastomoses 
between the placental vessels of the three females. C. Nepean LoNGRIDGE. 


A Lithopzdion in a Woman aged 85. 

Wattert, St. Ludwig in E. Zeits. fiir Geburts. und Gyndkol. Bd. lix., Ht. 2.— 
At an autopsy on an old woman of 85, a true lithopedion was found in the peritoneal 
cavity intimately adherent to the omentum and intestines. The petrified foetus, from 
its size, seemed to have been of about 4 months’ development; from its situation, to 
have resulted from a tubo-ovarian pregnancy. It must have been more than 40 years 
in the woman’s body. 


Feetus in Feetu. 

Rosensacw, Berlin. Archiv fiir klin. Chirurgie. Bd. Ixxxi., T. 1—A retro- 
peritoneal tumour lying between the folds of the mesentery of the descending colon, 
in a child aged three years, was found to consist of a comparatively well-developed 
foetus enclosed in a sac-like amnion. The intestine of the parasite hung out of the 
amnion and projected quite free into the peritoneal cavity of its host, but all the 
rest of the tumour lay behind the peritoneum. The child died after an attempt to 
remove the tumour. 


Attempted Suicide during Labour. 

Stewart (W.), Berlin. Archiv fiir Psychiatrie, etc. Bd. xlii., Ht. 1.—In a multi- 
para, aged 39, protracted labour due to a face presentation and the intense pain of 
the uterine contractions, caused a condition of such extreme excitement that the 
woman in a sudden loss of consciousness slipped out of bed and hung herself to the 
doorpost of a closet. She was cut down in time, and resuscitated by artificial respira- - 
tion, but remained unconscious with pupils rigidly dilated; later, when she had been 
delivered by operation she fell into a state of excitement and confusion, from which 
she recovered after a few days in spite of intercurrent fever. Amnesia followed the 
attempt at suicide. The case shows how carefully, even under the most favourable 
circumstances, every parturient woman must be watched and guarded, for the 
agitation of a painful labour may easily reach a pitch that may lead to a catastrophe 
for the mother or for her child. 


Cord around the Neck of the Child at Birth: Its “Supposed” 
Disadvantages. 

Houzpacu (Ernst). Zentralb. fiir Gyndkol., 1907, No. 1.—Schultze (ibidem 1903, 
No. 38) advised against the practice of feeling for the cord as soon as the head is 
born in order to release it when iti is found to be twisted around the neck of the 
child. The statement that the child’s life is endangered by having the cord coiled 
around its neck is, according to Schultze, only an ‘‘opinion.’’ Holzboch here states 
Stowe’s and his own experiments on the extensibility of the cord, and dilates on the 
danger of placental separation when the cord is dragged over the head or shoulder of 
the child. Curnsert Lockyer. 
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Spontaneous Intra-uterine Rupture of an Abnormally Short Cord. 

Watrtuer H.)., Giessen. Gyndkologische Rundschau. Bd. i., Ht. 10.—In a primi- 
gravida, aged 28, who during pregnancy had complained of severe dragging pains in 
the abdomen, labour began 6 weeks before term, and was very tedious. In 2 days, 
in spite of full dilatation of the os, no further advance was made, and the woman 
was becoming exhausted. There were twins, the first presenting by the brow and 
the second by the breech. The first child was delivered by forceps and some bleeding 
then occurred but soon ceased. Pains quickly began again: the second bag of mem- 
branes ruptured, the breech came down, and the child was soon born without any 
artificial aid. The cord, however, had ruptured; the stump was 3cm. long; the torn 
surface was oblique with irregular edges. There was no bleeding from the stump, 
nor was the liquor amnii blood-stained. The child was in a condition of blue asphyxia 
but soon revived and lived for 12 hours; it showed no signs of anemia. It 
was, however, affected by certain deformities: an imperforate anus, pseudo- 
hermaphroditism, and a large umbilical hernia, with partial ectropion of the 
intestines. 

There were two separate placente with a common chorion: the placental end of 
the ruptured cord was 9cm. long, with a marginal insertion. 

Cases of abnormal shortness of the cord are very rare: ill-effects may occur either 
during pregnancy or labour. During pregnancy, there are severe attacks of abdominal 
pain; sometimes, also, separation of the placenta and premature onset of labour; or 
spontaneous rupture as in this case. During labour, a sense of pain during the first 
stage, usually localized in the placental site, delay in the second stage, because the 
presenting part cannot advance, and recedes between the pains, and hemorrhage, 
owing to partial separation of the placenta, are constant symptoms; alteration in the 
foetal heart sounds, due to stretching of the cord and the frequent passage of small 
quantities of urine between the pains, are sometimes, but less frequently, 
observed. The dangers to the mother are separation of the placenta, undue pro- 
longation of labour and, if the cord be very strong, partial inversion of the uterus. 
The dangers to the child are obvious; hemorrhage from the lower surface of the 
stump is not so likely to happen as if the cord were cut and also depends upon the 
condition of the child. In living children it is prevented by contraction of the 
vessels and partly, perhaps, by the action of the lungs. In dead, or asphyxiated 
children the walls of the arteries are lax and there is much bleeding. 

The question of actual and relative shortness of the cord is discussed by the 
author in all its aspects. EarpLey HoLianD. 


Ante ae Death of the Feetus due to a Knot in the Umbilical 
ord. 

Frank (R. T.). Amer. Journ. Obstet., 1907. Vol. lv., p. 790.—A woman, aged 
31, was seen at regular intervals during her second pregnancy. The first day of her 
last period was June 12th, and she was therefore due about March 19th. The feetal 
heart sounds were heard from the seventh month onwards. Labour began on 
April lst; foetal movements were felt on the preceding day, but not afterwards. The 
membranes ruptured early and a considerable quantity of deeply-stained liquor 
escaped. The foetal heart sounds were not heard during labour. A full-time baby 
was born; its lips were a deep blue-black colour, and its skin was beginning to show 
signs of maceration. The cord was 90cm. in length, and had a tightly drawn knot 
upon it, showing deep indentation of Wharton’s jelly. The umbilical vessels were 
dilated on the placental, and contracted on the foetal side of the knot. 

The notes of fourteen cases collected from the literature and some photographs 
accompany this paper. C. Nepean LoncRipceE. 
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Injuries to the Cervical Vertebre of the Child in Difficult 
Extractions of Breech Cases. 

Horsaver, Konigsberg. Zentralb. fiir Gyndkol., 1907. No. 13.—This paper gives 
four instances of lesions of the cervical spine after difficult extractions by the 
breech. The lesions consisted in a loss of continuity generally between the 6th and 
7th vertebre and a consequent prevertebral or intradural hematoma. Median frozen 
sections through the spinal column of the new-born infants disclosed the following 
anatomical facts: The intervertebral pad between the 6th and 7th vertebra is nearly 
twice as thick as that between the 5th and 6th. The body of the 6th cervical 
vertebra is the one least protected. These anatomical conditions explain why the 
injury happens just at this spot. The group of symptoms offered by children born 
with this injury is characteristic, and corresponds to the proximity of the respiratory 
centre. The child does not breathe at all, although the action of the heart for some 
time is not disturbed, or the breathing, if it should be possibly at first brought into 
action by stimulation, ceases immediately. The only treatment is prophylactic and 
may be summed up in the following precepts: In difficult extractions by the breech 
the Veit-Smellie grip should be tried first. The direction of the traction must be 
kept directly axial, for any torsion applied to the trunk of the child may help in 
bringing about the severance of the spinal column. If the extraction of the child’s 
head cannot be effected at once by the Veit-Smellie grip, every successive attempt 
must be accompanied by simultaneous expression from above. 


Tubal Gestation. 


Limnect (Axet R.). Nord med. Arkiv, 1905. Afd. 1 (Kirurgi). Haft. 3 and 4 
N :r 14.—This paper is a study of 90 radical operations performed at the gynexco- 
logical clinic at Helsingfors for tubal gestation between August 1889 and the end of 
1904. Four cases are discarded on account of insufficient reports, and two were 
operated upon twice. Thus the paper deals with 84 patients. In discussing the 
etiology, the following points are brought forward in favour of the affection having an 
acquired rather than a congenital basis: (1) the frequency of preceding tubal in- 
flammation; (2) of the 84 patients 75 were married, 3 were widows, 6 were single, 
5 belonged to the upper classes, 79 to the working classes, and of these 79, 40 were 
the wives of labourers; (3) of the 78 married and widowed cases, 61, and of the 
6 unmarried, 4, were mothers; (4) there was usually a considerable period of sterility 
antecedent to the tubal gestation. The seat of the pregnancy in 2 cases was at the uterine - 
end, and in 8 in the middle of the tube; 13 cases were not accurately located; and 
63 were at the abdominal end of the tube. The right tube was affected in 46 cases, 
and the left in 39 cases. An interesting case (previously reported by Heinricius and 
Kolster) is described in which 2 embryos of different ages were found post mortem in 
the same tube. Only in 4 of the cases was a mature macerated foetus found in an 
unbroken sac; in 7 others the pregnancy had reached a development of 4-5 months, 
when it was interrupted by the death of the embryo or by the rupture of the sac. 
The remaining 75 cases all terminated earlier, most of them by rupture of the sac in 
the first weeks of gestation. In one instance the ovum was expelled entire into the 
abdominal cavity, and in another was partially extruded through the abdominal 
ostium of the tube. Short notes are given of 13 cases of ‘‘hematoma”’ without 
bleeding into the abdominal cavity, and of 11 cases of hematoma in the tube with 
free blood near it in the abdominal cavity. Encapsuled hematocele was found in 
37 cases operated on for tubal abortion, and in one instance lay between the uterus 
and the bladder. 

As regards the symptoms and diagnosis: in 39 out of these 75 cases, the inter- 
ruption of the pregnancy was the first symptom of its existence. The interruption 
occurred at less than 4 weeks in 34 cases; at about 1 month in 2; at between 1 and 
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2 months in 22; at about 2 months in 10; at between 2 and 3 months in 3; and at 
an unascertained date in 4 cases. 

The interruption took the form of tubal abortion in 67 cases and of rupture in 
8 cases. 

The essential symptoms of tubal abortion are bleeding from the uterus and 
pain in the abdomen. Pain followed by bleeding occurred in 5 cases. In 6 cases 
there was pain and indisposition only without bleeding. In all the others there was 
a sudden onset of simultaneous bleeding and pain. 

Bleeding started (1) at the time when the menses were due, and was (a) uninter- 
rupted in 13 cases, (b) interrupted in 1 case; (2) shortly after last menstruation and 
was uninterrupted in 4 cases; (3) some time after the last menstruation but before 
the end of an intermenstrual interval and was (a) uninterrupted in 12 cases, (b) inter- 
rupted in 2 cases; (4) after a period of amenorrhea due to lactation and uninter- 
rupted in 3 cases ; (5) after missing (i) 1 period, and was (a) uninterrupted in 18 cases, 
(b) interrupted in 1 case; (ii) 2 periods and (a) uninterrupted in 7 cases, (b) inter- 
rupted in 1 case. 

The pain was in the lower abdomen and often on the affected side. It was 
commonly periodic, and increase of pain and bleeding occurred together. Of 4 cases 
of collapse, 2 were due to hemorrhage, and 2 were of nervous origin. 

If rupture occurred into the lumen of the tube, the bleeding was generally 
gradual; if it occurred externally, the bleeding was profuse. 

All the cases were treated by operation and 4 died: 1 from peritonitis; 1 with 
fecal fistula, sepsis, and bronchopneumonia; 1 owing to preoperative infection the 
result of rupture into the neighbourhood of the rectum; and 1 from some uncertain 
cause. 

Excluding the 4 cases insufficiently reported 81 cases (94°2 per cent.) were cured, 
1 (1°2 per cent.) was improved, and 4 (4°6 per cent.) died. Of the 84 patients 41 
answered letters of inquiry. Of these 41, 4 were operated on again later for tubal 
gestation on the opposite side, 1 was curetted 6 years later for chronic endometritis, 
and 36 had enjoyed good health since their operation. 

Normal confinements subsequently occurred once in 5 of these 36 cases, twice in 
2; one of these women had first an abortion and then a normal labour and one an 
abortion only. G. F. Danwatt Sirs. 


Kraurosis Vulvz. 


Javits (F.). Revue de Gynécol. et de Chirurg. Abd., July-August, 1906.— 
Breisky used the rather vague term kraurosis to describe a characteristic clinical 
condition, viz., atrophic retraction of the skin of the vulva. Unfortunately he added 
to this characteristic another less constant one, viz., “a whitish colouration” of the 
skin. This latter is common to several other affections of the vulva, and in 
France it has attracted most attention, and much has been written on leukoplakia of 
the vulva. In Germany more stress has been laid on the atrophic retraction of the 
skin, the constant characteristic of kraurosis, upon which numerous papers have 
appeared. Hence it becomes important to define at the outset the clinical and histo- 
logical characters of leukoplakia and kraurosis respectively. Jayle has examined 
more than 30,000 patients, and the material collected by him has been investigated 
histologically by X. Bender. Together they have already published a joint mono- 
graph on leukoplakia of the vulva, vagina, and uterus (F. Jayle and X. Bender, 
Revue de Gynécol. et de Chirurg. Abd., 1905, p. 963), to which the present paper is 
complementary. 

From a study of the literature on the subject, Jayle concludes: (1) that the name 
kraurosis has been used to cover several different conditions; (2) that some cases, 
published as kraurosis, ought to have been named leukoplakia, and vice versd; (3) 
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that kraurosis is not a morbid entity with specific anatomical lesions, but (4) a 
clinical condition due to varying causes. Brief descriptions follow of the cases to be 
found in the literature, with full references to the sources from which they are 
derived. 

Trespe and several German authors held that kraurosis had definite histological 
characteristics, but Jung has shown that there is no histological difference in kind, 
but only in degree, between kraurosis and chronic vulvitis. Descriptions are quoted 
in parallel columns of cases recorded by A. Martin and Perrin respectively, showing 
the identity of the affection in the two cases, of which one is named kraurosis by 
Martin and the other leukoplakia by Perrin. 

According to Jayle, leukoplakia is characterised by the development of irregular 
pearly-white patches on the muco-cutaneous parts of the vulva. These patches are 
always adherent, but there is neither atrophy nor retraction. Histologically this 
affection is essentially a lesion of the epidermis. Kraurosis, on the other hand, is 
characterized by a progressive atrophic sclerosis of the muco-cutaneous coverings of 
the vulva, and consequently, by the disappearance of the labia majora and minora, 
and of the preputium and frenum clitoridis, by the retraction of the vestibule and 
hymen, and finally by stenosis of the vaginal orifice. There are not necessarily any 
white or red and inflammatory patches in kraurosis which, histologically, is essentially 
a lesion of the dermis. Kraurosis and leukoplakia, however, are often combined. 
They may develop simultaneously or one may precede the other, and from this cause 
confusion has arisen. 

The following classification of kraurosis is given: (1) leukoplakia or white 
kraurosis, t.e., Breisky’s kraurosis: (a) simple, (b) syphilitic. (2) Inflammatory or 
red kraurosis, t.e., kraurosis and inflammation : (a) follicular, (b) vascular. (3) Senile 
kraurosis. (4) Post-operative kraurosis, i.e., the kraurosis which follows odphorec- 
tomy. Descriptions of these varieties follow with therapeutic notes and references to 
some admirable plates which accompany the paper. 

According to Jayle there are two known antecedents to kraurosis, syphilis and 
odphorectomy. He hasards the opinion that it also follows atrophy of the ovaries. 
Inflammation is not a causal factor, but may be present as a complication. Cancer 
follows the leukoplakic form in 10 per cent. of the cases, and, in Jayle’s opinion, may 
also follow senile kraurosis. 

The treatment in most cases is medical. The vulva must be kept scrupulously 
clean, which may necessitate the treating of a co-existing chronic metritis or of any 
irritating condition of the urine. Soothing lotions and injections may be used. In 
the follicular form it is best to cauterize the inflamed follicles with concentrated 
permanganate solution. In syphilitic cases, specific treatment should be adopted. 

Persistent leukoplakic patches should be excised, and for dyspareunia it may be 
necessary to excise sclerosed areas and treat the exposed raw surfaces by plastic 
operations. G. F. Darwaty Smits. 


The so-called Menstruation of Pregnant Women. 

Watticn (V.). Revue de Gynécol. et de Chirurg. Abd., July-August, 1906.—An 
examination of the literature of this subject seems to show that, though 
menstruation during pregnancy has been not infrequently reported, no authentic 
and properly investigated case of the kind has been recorded. Quotations from the 
following authors are given and discussed: Cazeaux, Mauriceau, Deventer, de la 
Motte, Smellie, Baudelocque, Puzos, Levret, Pajot, Pinard, and Pozzi. G.F.D.S. 


The Variations in the Structure of the Normal Endometrium and 
Chronic Endometritis. 

THeimtnaBer (A.). Miinchener. med. Wcehnsch., 1907. No. 23.—Theilhaber has 

examined the mucous membrane of 100 uteri obtained from cases (1) with non- 
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gonorrheeal vaginal discharge; (2) with menorrhagia; (3) not abnormal, without dis- 
charge or excessive bleeding; (4) from young children; (5) from old women with 
normal uteri ; (6) with gonorrheal endometritis ; (7) after recent abortion or delivery at 
full term; and also (8) some specimens removed at various periods of the menstrual 
cycle. 

In normal cases, he has found all the conditions which are classified as glandular, 
hypertrophic, or hyperplastic endometritis; he has found similar conditions in cases 
of leucorrhcea or menorrhagia, and has met with an apparent increase of the glands 
in the uteri of young children in whom the occurrence of any inflammation could be 
excluded. 

Proliferation of the glands and thickening of the mucosa was a prominent feature 
in scrapings of the endometrium taken immediately prior to menstruation. 

He believes that the varieties of glandular endometritis so-called, are not of 
inflammatory origin, but are appearances normal to different stages of the menstrual 
eycle, and that the so-called interstitial and atrophic forms of endometritis are also 
stages in the same process. 


E. Scorr CARMICHAEL. 


Pyometra in the Congenitally Closed Half of a Uterus Duplex. 

v. Hotst (M.), Dresden. Zentralb. fiir Gyndkol., 1907. No. 9.—The patient, a 
girl of 18, suffered from severe pain and fever at her menstrual periods. Examination 
detected a tense elastic tumour in the anterior vaginal vault, which puncture through 
the cervical canal proved to be a pyometra in the right side of a uterus duplex. 
This was incised and drained with gauze, but at her next menstrual period, which 
was unattended with fever or pain, the right half of the uterus was enlarged 
(hematometra), and v. Holst then extirpated both uteri and the girl recovered, 
suffering only from a transitory cystitis. The left half of the uterus was normal, 
the right cavity was enlarged at the fundus, contracted at the inner os and 


enlarged again to the size of a walnut, the wall of this latter portion being very firm 
and 2cm. thick. 


Abdominal Colpopexy for Prolapsus Uteri. 

Jacoss. Medical Press and Circular, April 24th, 1907, p. 449.—The operation 
described is one devised for the severest forms of uterine prolapse, and consists in 
abdominal section and removal of the uterus and uterine appendages, together with a 
portion of the vagina—proportionate to the extent of vaginal prolapse—followed by 
fixation of the vagina to the ligamentary stumps. The results in 75 cases extending 
over several years have been very favourable. J.S.F. 


Childbirth after Kiistner’s Operation for Inversion. 

Born. Zentralbl. fiir Gyndkol., 1907. No. 4.—The uterus had been completely 
inverted for five years. Kiistner’s operation was performed in 1901. In January, 
1906, Born diagnosed a four-months’ gestation. At the end of May a full-termed 
child was delivered which weighed seven pounds. The puerperium was normal. 

CurHBERT LocKYER. 


Gauze Tampon in the Bladder after Laparotomy. 

Sroecken (W.). Zentralb. fiir Gyndkol., 1907. No. 1.—There have been about 200 
cases recorded of foreign bodies left in the abdomen. The bladder is the rarest 
passage of exit of a foreign substances left in the abdomen. The case recorded by 
Stoeckel was admitted with a ventral urinary fistula and had had both tubes removed 
for gonorrheeal inflammation. The sinus admitted a probe for 200 cm. behind and 
to the right of the uterus. Cystoscopy revealed a polypoid structure in the posterior 
wall of the bladder. No cystitic changes were seen on the bladder mucosa; 21cm. of 
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gauze was removed per urethram by means of an instrument used for crushing soft 
calculi. The bladder was washed out and a catheter left in the urethra. The sinus 
in the bladder wall closed in three days. CuTHBERT LOCKYER. 


Congenital Defects complicated hy Myoma. 

Czyzewicz (A., Junr.). Zentralb. fiir Gyndkol., 1907. No. 4.—This was a case 
where, on operating for a multinodular fibromyoma uteri the only representative of 
the adnexa was the left tube. A small cavity lined by “quasi mucous membrane” 
was found in the fibroid, this it is suggested may have represented a rudimentary 
tube. CuTHBert Lockyer. 


The Clinical and Operative Aspects of a Series of 144 Abdominal 
Hysterectomies for Fibro-myoma. 

CazENAVE (W.). Revue de Gynécol. et de Chirurg. Abd., July-August, 1906.— 
These 144 hysterectomies were the only ones performed for fibromyoma at the 
Hospital Broca, between February 1901 and February 1906; only 23 were total 
hysterectomies. There were 12 deaths, due, in 3 cases, to sepsis following the opera- 
tion; in 2, to septic infection before operation; in 2, to “cardiac accidents”; in 1, 
to cachexia and in 1 to pneumonia; in the others, the cause of death is unexplained. 
Five of the patients were under 30 years of age, 15 between 30 and 40, 76 between 
40 and 50, 15 between 50 and 60, and 3 over 60. The operation disclosed complica- 
tions in 84 of the 144 cases, and much stress is laid on this frequency. There were 
changes in the tumours themselves in 20 cases, edema in 6, sloughing in 6, telangi- 
ectasis in 1 instance, suppuration in 2, cystic degeneration in 2, malignant change in 
2 cases, and torsion of pedicle in 1. (dema was associated almost invariably with 
subserous fibromyomata, and, either as cause or effect, with a rapid increase in their 
size. 

There were inflammatory lesions of the appendages or of the pelvic peritoneum in 
27 cases, pyosalpinx in 10, hydrosalpinx in 5, hematosalpinx in 1, chronic salpingo- 
odphoritis in 8, and odphoritis in 3 cases. 

Tumours of the appendages were present in 11 cases, 7 being ovarian cysts and 4 
cysts of the broad ligament. There was cancer of the body of the uterus in two 
cases and of the cervix in one, and one patient was pregnant. 

G. F. Darwaty Smits. 


Cystic Myoma and Fibro-myoma of the Uterus. 

Latrevx (M. Pavt). Revue de Gynécol. et de Chirurg. Abd., July-August, 1906. 
The hypothetic origin of cystic tumours of the uterus may be: (1) that the cavities 
are produced by dilatation of lymphatic spaces; or (2) that the cysts are developed 
from remains of the Wolffian bodies and their ducts. Latteux describes a case in 
detail with numerous microscopic and macroscopic figures, and concludes that in it 
the cysts arose from the inclusion of the Wolffian remains in the tumour. Some, but 
not all, of the cysts were lined with ciliated epithelium. The former he thinks arose 
from remains of the Wolffian body, the latter from Gartner’s duct. There were three 
tumours in this case, each of which was quite independent of the uterus. A consider- 
able bibliography is added. G.F.D.S. 


Fibroid Tumours of the Uterus in Pregnancy, Labour, and the 
Puerperal State. 

Mann (MattHew D.). Amer. Journ. Obstet., 1907. Vol. lv., p. 737.—This paper 
begins with some statistics bearing on the frequency of cases of fibroids complicated 
by pregnancy. A short discussion of the relation of fibroids and sterility then 
follows, the author being in favour of what may be called the “disappointment ” 
theory. He considers that the uterus has implanted in it a power of growth when 
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the natural stimulus, an impregnated ovum, is fixed in its lining membrane. If the 
stimulus fails, then this natural tendency is manifested by irregular growths, in- 
volving some or all of its constituent elements, and resulting in myomata, fibromata or 
mixed tumours. The difficulty of diagnosis in the early months is touched upon, and 
attention is drawn to the comparative frequency of ectopic pregnancy in association 
with fibroids. Noble collected 2,274 cases of fibroids, in 19 of which pregnancy 
occurred. In 6 of these 19 cases the pregnancy was ectopic. It is stated that abor- 
tion is only likely to occur when the placenta is situated on those portions of the 
decidua which have their nutrition interfered with by the tumour. The decidua vera 
overlying a submucous fibroid becomes atrophied and the decidua in other parts of 
the uterus is hypertrophied. In interstitial and subserous tumours, the decidua, 
when it lies at a distance from the tumour, is hypertrophied. 

If abortion does occur, it is probable that the placenta is implanted on the 
fibroid, and in these cases the patient’s life may be endangered by sepsis or severe 
hemorrhage. Mann mentions a case in which the tumour completely filled the pelvis 
so that it was impossible to reach the cervix. The foetus was spontaneously expelled 
(presumably before term) but no trace of the secundines was ever found. 

The question of treatment in cases of pregnancy, associated with fibroids, is one 
of great importance. Mann mentions that Stratz treated 68 cases, and in only one 
of them found operative interference necessary. Seventeen patients aborted, but the 
remaining fifty had easy labours, and all their children lived. If the tumour proves to 
be an absolute obstruction to labour, or grows so rapidly as to threaten the life of the 
patient before the end of pregnancy, or threatens to end the pregnancy by provoking 
abortion, operation is advisable. Where possible myomectomy should be performed. 
The author has had three cases in which good-sized tumours were removed from 
the uterine wall at the fourth, fifth and sixth months respectively. The pregnancy 
continued to term in all three cases. C. Nepean LonGRIDGE. 


Squamous Epithelioma of the Body of the Uterus. 

ScHAUENSTEIN (W.), Graz. Gyndkologische Rundschau. Bd. i., Ht. 1, 5 and 6.— 
This contribution comprises a minute examination of two cases of squamous 
epithelioma of the uterus—a review of other described cases,—and, finally, a dis- 
cussion of their mode of origin. 

Case 1. The uterus was removed by vaginal hysterectomy from a patient 60 
years old. A sagittal section was made through the entire uterus. It was then seen 
that there was a large ulcerated tumour of the cervix. The extension of the growth 
upwards into the uterus could be clearly seen, with the aid of a lens, as a white layer 
1mm. thick. This layer gradually became thinner as the fundus was reached, and 
terminated in a clearly demarcated fine edge. Normal endometrium was present only 
in the upper part of the fundus, and was separated from the layer of new-growth by 
a well-marked convex line. Microscopical examination showed that the new growth 
had originated in the middle and upper thirds of the cervix, and from here had not 
only penetrated deeply into the walls of the cervix in the form of columns of cells, 
but had also spread itself over the surface of the uterus as a superficial growth. 

Two points are considered in detail: (1) the nature of the new growth, and (2) 
that of its extension. 

(1) It had clearly originated from squamous and not from glandular 
epithelium, but differed from the typical form of squamous epithelioma in that 
very few of the cells were keratinized and there were very few epithelial pearls ; 
it had many similarities to that form described by Krompecher as “ basal-celled 
carcinoma.” This variety of squamous epithelioma, with superficial spread over the 
interior of the uterus has been described very seldom. This may, perhaps be 
accounted for in several ways: in cases of obvious carcinoma of the cervix the 
mucous membrane of the uterus is seldom examined; or that cases in which both 
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body and cervix are involved are generally inoperable; or that in those cases in which 
operation is performed and the uteri examined, the condition is so far advanced that 
it is impossible to say whether the primary growth was in the cervix or in 
the body. 

(2) The nature of the extension of the growth. Microscopical examination un- 
doubtedly showed that the carcinoma had spread superficially over the mucous 
membrane of the uterus by its own inherent growth: the cells of the mucous mem- 
brane had been displaced and destroyed, but had taken no part in the formation of 
the new growth. 

Casz 11. The uterus was removed by vaginal hysterectomy from a patient 
67 years old, with pyometra. The uterus was opened in the usual way and showed 
the following condition. The mucous membrane of the portio vaginalis and of the 
cervical canal was normal. The endometrium of the body was thickened and thrown 
into numerous folds. On naked-eye examination, three areas stood out different from 
the rest: these areas were round, with a diameter of 15cm., and projected about 
1mm. from the surface : their margins were sharply defined and their sufrace whitish, 
smooth and glistening. Microscopically they consisted of typical squamous epithelioma. 
A more careful examination of the mucous membrane with a lens revealed other small, 
grayish specks scattered about in the folds of mucous membrane. Serial microscopic 
sections showed them to consist of squamous epithelioma: in some cases merely a 
superficial layer of squamous cells, in others typical nodules of squamous epithelioma 
penetrating deeply into the underlying tissue and pushing aside the adjacent uterine 
membrane. The rest of the mucous membrane of the uterus showed, microscopically, 
a condition of chronic inflammation. The condition was clearly one of primary 
squamous epithelioma of the body of the uterus. 

The following important questions, not easy to answer, arise: (1) Is the association 
of inflammation of the uterus and carcinoma accidental, or are the two conditions 
interdependent? The inflammatory condition was probably the older of the two and 
caused alterations in the morphological character of the cells—allowing a squamous 
epithelioma to arise; and (2) Are the small multiple patches of squamous epithelium 
carcinomatous, and how did they arise? It can be definitely said that the smaller 
patches are undoubtedly isolated multiple patches of the same growth in different 
stages of development, and have arisen by direct implantation from the primary 
growth. They fulfil all the conditions laid down by Sellheim as characteristic of 
“ Impfmetastase.” y 

The author then examines all the similar cases which have been reported 
thoroughly, and finds that they fall into a line with one or other of his cases, and 
discusses the two views as to the origin of these growths which have been advanced 
by Gebhard and Hitschmann. Gebhard divides them into two groups :— 

(1) Cases in which there is a new formation of squamous epithelium, on the 
mucous membrane of the body and cervix of the uterus, which assumes a distinctly 
malignant character and spreads itself over the rest of the interior of the uterus as a 
whitish layer. 

(2) Cases in which carcinoma develops in the previously changed epithelium of 
the uterus—typical squamous epithelioma. 

Hitschmann maintains that Gebhard is incorrect in dividing the cases into two 
groups: he places them all in one group, as cases of carcinoma developing at some 
spot in the uterus at which the whole of the endometrium has been previously con- 
verted into squamous epithelium. 

Schauenstein’s first case corresponds to Gebhard’s first group, and his second to 
the second group. This fact, together with the results of the analysis of the cases 
from the literature, shows that Gebhard’s views are correct. Earpiey Hoiianp. 








164 Journal of Obstetrics and Gynecology 


Spontaneous Expulsion of Cancerous Uterus after Cauterization 
with Chloride of Zinc. 

Brau (A.). Zentralb. fiir Gyndkol., 1907. No. 4.—Eight days after cauterization 
of a cancerous uterus a body having the shape of that organ and measuring 
8x54x4cm. was removed from the vagina; it was closed above (fundus), open below ; 
microscopically it showed a deposit of cancer surrounded by unaltered muscle. A 
microphotograph is given proving the case to be one of cancer, but no macroscopical 


picture. Quotations extolling the use of chloride of zinc in carcinoma uteri are 

added. CurHBert LOcKYER. 

Two Cases of Chorion Epithelioma Malignum. Hysterectomy. 
Recovery. 

VineserG (H. N.). Amer. Jour, Obstet., June, 1907, p. 815.—The first patient, 
aged 47, had had eight children, the last seven years ago, and one miscarriage sixteen 
years ago. Her general health had been good and her menstruation regular until the 
present illness. At the end of last year, when seventeen days overdue, a bloody dis- 
charge was noticed resembling in amount and duration her ordinary period. But this 
discharge continued, and later on she passed several large clots. Three weeks before 
she was seen by Vineberg, while going upstairs, she had suffered from severe flutter- 
ing in the cardiac region and shortness of breath. (Edema of the legs and general 
debility supervened about the same time, and increased to such an extent that she 
took to her bed. When first seen she was extremely anemic, with a rapid pulse, and an 
increased area of cardiac dullness. The abdomen was occupied by a smooth spherical 
tumour reaching to the upper border of the umbilicus. The urine contained a large 
quantity of albumen and numerous casts. In five days the uterine tumour had in- 
creased to such an extent that it now reached midway between the umbilicus and the 
ensiform cartilage. Fifteen weeks had elapsed since her last regular menstrual period. 
The uterine cavity was explored under anesthesia and a hydatidiform mole was 
removed, care being taken to remove all the material. The patient made a good 
recovery, the cardiac symptoms and the albuminuria rapidly disappearing. 

The patient returned home and was gaining in weight and health, when, three 
weeks after the operation, she was suddenly seized with profuse uterine hemorrhage. 
The vagina was packed and she was re-admitted to the hospital. The uterus was 
hard and enlarged and the cervix was closed. Chorion-epithelioma was diagnosed 
and on the following day the uterus was removed by abdominal panhysterectomy. 
The pathological report described the uterus as very pale and firm. The mucous 
membrane was smooth with the exception of a bean-shaped mass 15cm. long, which 
projected into the uterine cavity close to the entrance of one of the Fallopian tubes. 
This tumour was mottled red and white in colour, and of a soft friable consistence. 
The underlying muscular tissue was also soft and friable. The right ovary was 
normal in size, but the left contained two cysts, 2cm. and 15cm. respectively in 
diameter. Microscopically the tumour consisted of syncytial masses and Langhans’s 
cells, the former being arranged in a fine-meshed reticulum surrounding spaces filled 
with blood. At some points the syncytial cells lay close to the walls of the blood- 
vessels or lymph spaces, an occasional cell being present inside the lumen itself. A 
zone of round-celled infiltration surrounded the tumour. There was very marked 
proliferation of the lutein cells in one of the ovaries. 

The second patient, also aged 47, had had nine children, the last eight years ago, 
and two miscarriages, the last nine years ago. Her catamenia had always been 
regular and unattended by pain. When two weeks overdue she began to bleed. The 
uterus was found reaching to within two finger breadths of the umbilicus and was 
rather hard to the touch. There was a bluish discolouration of the vagina, and milk 
could be expressed from the nipples. Hydatidiform mole was diagnosed and the mole 
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removed. The patient was discharged after an uneventful convalescence and the 
uterus was then nearly normal in size. Nearly four weeks afterwards she returned 
with the statement that soon after she left the hospital the bleeding recurred and had 
been gradually growing more profuse. The uterus corresponded in size to the gravid 
organ at about the sixth week, and vaginal hysterectomy was performed. 

On the posterior wall, and extending downwards from the fundus for a distance 
of 48mm., a growth was found which filled and slightly distended the uterine cavity ; 
it was sessile with an irregular and ulcerated surface, and, microscopically, showed 
the characteristic appearances of chorion-epithelioma. 

[We hope that the after histories of these two cases may be given at some future 
date.] C. NepgEan LONGRIDGE. 


Malignant Ovarian Cyst with Secondary Growths in the Uterus 
and Vaginal Walls. 

Jessett and Evans. Med. Press and Circular, May, 6th, 1907, p. 478.—The case 
recorded is that of a woman, aged 35, from whom an ovarian cyst, the size of a 
foetal head, was removed in September, 1905. Acute abdominal symptoms had been 
present for about 10 days. A large amount of dark fluid was found in the peritoneal 
cavity and much congestion of the parietal and visceral peritoneum. The cyst was 
partly necrotic, and is stated to have “been probably twisted and ruptured,” but 
no mention is made that this was definitely ascertained. The pathological report 
describes the tumour “as partly solid, partly fluid, papilliferous, and of active 
cellular hyperplasia.” About 14 months later (December 1906) the patient sought 
advice for uterine hemorrhage with pain in the right iliac fossa. A mass was found 
in the posterior vaginal wall and this, together with the uterus, was removed by the 
vaginal route. The pathologist reported that the growths in the uterus and vagina 
showed changes identical with those in the ovarian tumour. J.8.F. 


Transplantation of other Organs into the Spleen. 


Focss (A.). Miinchener med. Wchnschr., 1907, No. 22, S. 1107. According to 
E. Payr, the spleen is a peculiarly favourable ground for the transplantation of other 
organs, and recently at the Imperial Society of Physicians at Vienna, Foges reported 
the details of a successful transplantation of an ovary into the spleen of a hare. 
Kreid] stated that in conjunction with Mandl, he had made several successful experi- 
ments of the kind. The suprarenals so transplanted were found on killing the 
animals three months afterwards to have preserved their normal structure. Biedl 
confirmed Payr’s statement as regarded experiments on cats and dogs. Bucura, 
though not operating in Payr’s way, had been very successful in transplanting the 
testicles and ovaries of guinea-pigs into castrated doe-rabbits. The transplanted 
organs healed well into their new position and preserved their structure at all events 
for two months; a transplanted ovary prevented the atrophy of the uterus of the 
castrated doe, but a testicle did not do so. E. Scorr CARMICHAEL. 

Coenen, Berlin. Archiv fiir klin. Chirurgie. Bd. lxxxi., T. 2.—Coenen, experi- 
menting on dogs, transplanted one suprarenal into the spleen, and some days after- 
wards extirpated the other suprarenal or transplanted it also into the spleen. The 
consistent result of all the experiments was that the transplanted organ perished 
completely in a short time. The animals died after a few days. 


The Modern Treatment of Purulent Salpingitis. 

Atanasescu (N.), I.D., Bucharest. Miinchener med, Wehnschr., 1907. No. 12, 
8. 587.—The phenomena of purulent inflammation of the oviduct vary greatly accord- 
ing to the type of the lesion, the course of the malady, the kind of micro-organism 
which has brought it about, and the complications with which it may be associated. 
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The appropriate treatment is equally variable. It may be said, generally, that except 
in cases in which the life of the patient is in danger, and which therefore demand 
immediate intervention, one may adopt an expectative attitude and wait for the 
decline of the inflammation before attempting to operate. And even in mitigated or 
chronic purulent affections of the tubes it is most desirable to institute medicinal 
treatment, consisting essentially in rest, warm irrigations, and hydro-mineral treat- 
ment, and not adopt surgical measures unless the disease remains unchanged or 
becomes worse. The abdominal route is to be preferred, and castration, on one or 
both sides, or total or sub-total hysterectomy, must be performed according to the 
nature of the case. It is only when collections of pus are seated very low down 
that they can be safely opened from the vagina. 


Peritonitis of Genital Origin in Young Children. 

Rrepet, Jena. Archiv fiir klin. Chirurgie. Bd. lxxxi., Heft. 1.—Riedel has met 
with 10 cases of acute suppurative peritonitis, of genital origin, in little girls between 
5 and 10 years of age, in whom a diagnosis of appendicitis led to an operation. The 
affection generally began with severe abdominal pains, vomiting and a rise of tempera- 
ture to 40°C. ; the pulse became quick and small, and the abdomen rapidly distended. 
The children soon collapsed, were apathetic and sometimes cyanosed. When the 
abdomen was opened it was found full of pus, sometimes thin, sometimes tenacious 
and rich in fibrin, but without smell. The appendix was normal; the fimbrize were 
either reddened or swollen, and in some cases pressure on the tubes forced out pus; 
in others the condition of the tubes was quite normal. The pus contained the 
ordinary germs of suppuration, but no gonococci. The prognosis of such cases is 
absolutely unfavourable; all the cases died. As to the etiology, nothing was dis- 
covered; there was no injury to the genitalia in any of the cases. Riedel has seen 
similar fatal disease in two older girls of 17 and 18, who were both virgins. 


The Formation of Peritoneal Adhesions. 

Fromme, Halle. Zeits. fiir Geburts. und Gyndkol. Bd. lix., Ht. 2.—From ex- 
periments on animals, Fromme concludes that neither blood-clots with or without 
defects in the serosa, nor the irritation of antiseptic fluids, nor aseptic silk sutures, 
can cause peritoneal adhesions, but that, apart from foreign bodies inadvertently left 
in the cavity, an essential condition for the formation of such adhesions, is the 
presence of germs capable of exciting a more or less extensive inflammation of 
portions of the serosa and the temporary paresis of some parts of the intestine. 
Blood alone can remain without danger in the peritoneal cavity, and if it does not 
become infected is entirely reabsorbed. The field of operation, however, can never 
be absolutely germ free, and therefore the blood must be removed from it or operation 
must be as far as possible bloodless. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting held July 8rd, 1907, Dr. Hersert R. Spencer, President, in the Chair. 


The last meeting of the Obstetrical Society of London was held July 3rd, 1907, 
Dr. Herbert R. Spencer, President, in the chair. 

A short communication on 

SUPPURATION IN AN OVARIAN Cyst, CAUSED BY THE BaciLtLus TypHosvs, 
was read by Dr. Frank E. Taytor.* 

A iv-para, et. 37, was admitted into Chelsca Hospital for Women in April, 1907. 
She had lived in India for the last 15 years and had enjoyed good health until 
April 1906, when she had an attack of typhoid fever. During convalescence a freely 
movable abdominal tumour was discovered. This gradually increased in size, but 
caused no further signs or symptoms. On opening the abdomen the tumour was 
found to be a cyst of the left ovary deeply congested or inflamed. There were some 
adhesions to the omentum only. The cyst was easily removed entire. Recovery was 
ideal. The tumour was a unilocular cyst, size of man’s head and held 24 pints of 
greenish-yellow pus free from odour. A pure culture of Bacillus typhosus was 
obtained from the pus. The organism was very thoroughly investigated and gave 
characteristic reactions. It agglutinated the serum of an immunized rabbit in dilutions 
of 1 in 4,000. A “Widal” with the patient’s serum gave a positive reaction with 1 in 
1,000 in one hour. The writer considers that infection reached the cyst by way of 
the blood stream, and that this case demonstrates the pyogenic properties of the 
typhoid bacillus. Bacteriologically, he classes post-typhoid suppuration under three 
headings, viz. :— 

1. A mixed infection; where both pyogenic cocci and the typhoid bacilli are 
present. 

2. A secondary infection; caused by invasion of pyogenic cocci into an organ 
whose resisting power has been lessened as the result of the typhoid fever. 

3. A pure infection; caused by the bacillus typhosus alone, which undoubtedly 
possesses pyogenic properties under suitable conditions. 

The Presipent asked Dr. Taylor whether Widal’s reaction was considered positive 
proof of the presence of typhoid fever. He knew that physicians did not regard it 
as such a few years ago. He was surprised to hear that the bacillus typhosus could 
survive in ovarian fluid for 12 months. 

Mr. AxBAN Doran referred to his case of perforating ulcers of the ileum from 
obstruction after ovariotomy, published in the thirtieth volume of the “Transactions 
of the Pathological Society.” 

Dr. Taytor, in reply, said that the value of Widal’s reaction in diagnosis greatly 
depended upon the technique of its performance, especially with regard to the 
dilution and time limit employed. The reaction was not absolutely infallible. 

The following specimens were shown :— 

Dr. Frank E. Taytor: Two uteri showing a fundal ligament after hysteropexy. 

Mr. Tarcetr: Hemorrhage into the substance of a uterine fibroid. 


* The full text of this Paper, revised and amplified, will appear in an early number of the JouRNAL. 
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Miss AupricH-BiaKe: Skeleton of an extra-uterine fetus from a woman in whom 
there was no history suggestive of such a gestation. Carcinoma of cervix in a uterus 
one horn of which was undeveloped. 

Dr. Lewers: 7'wo specimens of fibroid associated with bleeding after the meno- 
pause. 

The Presipent: A calcified fibroid enucleated for bleeding 15 years after 
odphorectomy. 

Dr. Loncripce: Mammary gland of an infant. Diaphragmatic hernia. 

Mrs. ScHARLIEB: A myzxomatous fibroid, weighing 234 1bs., removed by abdominal 
hysterectomy. 


BRITISH GYNAZZCOLOGICAL SOCIETY. 


Meeting held June 18th, the President, Mr. W. D. Spanton, in the chair. 


The following resolution was adopted: ‘‘That we, the Fellows of the 
British Gynecological Society desire to express our feelings of deep regret at the loss 
the Society has sustained through the death of our Honorary President, Dr. Robert 
Barnes.” 

Mr. Mayo Rosson then gave an address on 


Tue MoperNn TREATMENT OF GENERAL PERITONITIS, 


and said he wished to bring forward the subject in a general way from the 
point of view of pelvic as well as of general surgery. He advised early operation, 
and if this was undertaken within twelve hours of the onset it ought to result in 
saving the patient; if done within the first twenty-four hours the probability was 
that the patient’s life would be saved, but if later there was only a chance of saving 
it. As short an operation as possible should be done without any damage to the 
viscera. If the cause were discovered it ought to be removed. Let them avoid 
sponging and washing but remove as much pus as possible. After injecting fluid 
either into the rectum, veins or cellular tissue, the patient should be propped up in a 
sitting posture in order that septic fluids ‘might gravitate to the lowest part of the 
abdomen and so be readily drained away. 

Sir W. J. Stxctarr recommended morphine and large doses of alcohol, combined 
with flushing of the abdomen with saline solution, and considered that if puerperal 
patients were watched and treated well they would not get peritonitis. 

Mr. CHartes Ryatu believed the best form of drainage was by absorption, and 
this was obtained by free action of the bowels. 

Dr. Heywoop Sirs said large doses of calomel gave excellent results in the 
prevention of peritonitis. 

Mr. AtBan Doran said there was a great deal more to be learned about peri- 
tonitis, and the best principle was to avoid peritonitis. The treatment with opium 
was of questionable utility. 

Dr. Beprorp Fenwick found the sitting posture useful when there was a difficulty 
in getting the bowels to act. He urged the avoidance of drainage and flushing. 

Dr. MacnavGHTON-Jongs advised the application of ice to the abdomen on the 
first appearance of symptoms. He preferred small doses of calomel to large ones. 
The most important question was whether the abdomen ought to be opened early 
or the symptoms alone treated. He advised subclavicular or submammary infusion 
rather than rectal injections. 

Dr. Davuser considered the real hope for the future lay in the antitoxin method 
of treatment. 


Dr. Strmmon, Dr. Beckert-Ovary and the PresipEnt also spoke, and Mr. Rosson 
replied. 
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Reports of Societies 


BRITISH GYNECOLOGICAL SOCIETY. 
Meeting held July 11th, 1907, Mr. W. D. Seanton, THE PRESIDENT, in the Chair. 


Dr. J. Hutcuinson Swanton showed a specimen of fibromyoma of the vagina with 
microscopical section and read notes. It was obtained from a widow aged forty, 
who was a cook, and gave a history of five pregnancies and four abortions, the last 
having been five years previously. The clinical history was one of endometritis. The 
tumour was discovered in the routine examination high up on the anterior wall and 
presented no symptoms. Removal was recommended as it had increased in size 
recently. It was found to be a pedunculated fibromyoma three quarters of an inch 
by one third. 

In the discussion which followed, Dr. MAcNAUGHTON-JONES said such tumours 
were comparatively rare. It was important to know whether they became degenerated 
or malignant. Such growths were sometimes sarcomatous. 

Professor J. W. Taytor had met with similar growths four times; in one instance 
the growth recurred three times although on examination it presented the histological 
characters of a myoma. 


Dr. J. J. Macan raised an interesting point in reference to the pathology of these 
tumours. 


The PREsIDENT said the question centred around the possibility of these growths 
becoming malignant. 

Dr. Swanton also showed a specimen of cystic adenocarcinoma of the ovaries and 
vermiform appendix removed from a patient aged sixty-nine originating in cystic 
growths and becoming malignant. 

The Prestpent remarked on the extreme malignancy of these growths when 
arising in such a manner. 

Dr. A. E. Gites commented on the diagnosis and said that carcinoma of the 
ovary was not often directly diagnosed especially where there was no free fluid. 

Dr. MacnavuGHTon-JoneEs considered that the prognosis depended upon whether or 
not carcinomatous fluid escaped into the peritoneum. 

Dr. Macan said that malignant disease very frequently involved both ovaries 
althongh not in an equal degree. 

Dr. E. A. Neatsy wished to know whether ovarian carcinoma occurred more 
frequently as a primary or secondary condition. He related an interesting case 
where recurrence took place in adjacent intestine some months after removal of 
the ovarian tumour. 

Dr. MacnauGcHTon-Jones showed a specimen of large myoma removed from an 
unmarried patient aged thirty-two who complained of menorrhagia and secondary 
anemia. The growth was encapsuled by peritoneum and arose from the right side 
of the body and cervix burrowing under the peritoneum. Another peculiarity was 
the presence of a lymphatic sac which seemed like the dilated and thinned out body 
of the uterus undergoing degeneration. Both ovaries were removed as they were 
cystic and had degenerated. 

Professor Taytor thought the cavity might be accounted for by separation of 
layers of the peritoneum. 

The Prestpent considered the condition might be explained as being the result 
of peritonitis. 

Dr. J. Hurcuinson Swanton showed a cyst of the clitoris removed from a patient 
aged 20 who thought it due to trauma; it had commenced three months previously. 
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The growth was situated at the anterior extremity of the left labium minus being 
three-quarters of an inch across. The clitoris and cyst were removed. The contents 
consisted of blood, pus and sebaceous matter. 

The PrestpEnT thought such cases rare and suggested that the cyst may have had 
an origin similar to that of vaginal cysts. 

Professor Taytor thought the position unusual and regarded it as a suppurating 
sebaceous cyst. 

Dr. J. J. Macan said such cysts were very rare. In the absence of further micros- 
copical details it was difficult to decide as to the nature of the cyst. 

The PresipEnt then delivered his valedictory address. He said that the amal- 
gamation of the Societies would act as an incentive to closer observation and more 
scientific methods. He hoped that the provincial members would come forward in 
the future as in the past. The death of the Society meant but an entrance into a 
higher life of greater usefulness and enlarged opportunities in communion with 
similar interests. He then gave a résumé of the work accomplished by the Society 
during the last twenty-three years. The first specimen shown was a multiple uterine 
myoma removed by hysterectomy. The view then expressed was that now held that 
to extirpate a tumour simply because it was a tumour which gave little or no trouble 
implied taking a responsibility on the part of the surgeon which he ought to decline. 

Other subjects discussed included matters such as asepsis and antisepsis, puerperal 
septicemia, Porro’s operation for cancer of the uterus, electrolysis in fibroid tumours 
as advised by Apostoli, myomata and pregnancy, morbid pelvic states and associated 
mental conditions, displacements of the uterus and the use of mechanical supports. 

During the short session now brought to a close, the subjects had been of a practical 
nature and had included uterine hemorrhage, membraneous dysmenorrheea, prolapse of 
the uterus, inflammatory diseases of the appendages, mobile kidney, treatment of 
general peritonitis. 

Hearty thanks were accorded to those who had assisted in bringing about the 
amalgamation. 

The meeting unanimously agreed “That we desire to record our appreciation of 
the courtesy and cordiality with which the Obstetrical Society of London has united 
with our Society in their arrangements for amalgamation.” 

The meeting then terminated and the President signed the minutes. 
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REVIEWS OF RECENT BOOKS. 


LEHRBUCH DER GYNAKOLOGISCHEN Diacnostik. Von Dr. Georg Winter, 0. 6. Pro- 
fessor und Director der Kgl. Universitats-Frauenklinik in Kénigsberg i. Pr., 
unter Mitarbeit von Professor Carl Ruge in Berlin. Mit iv. Tafeln und 334 
zum Teil farbigen Textabbildungen. Dritte ganzlich umgearbeitete Auflage. 
Leipzig : Verlag von S. Hirzel, 1907. Octavo, Ss. xviii. und 648. Preis 20, M. 


Even in 1896, when the first edition of this work appeared, the results of palpation 
had been so frequently controlled by subsequent laparotomy, and the information to 
be obtained by combined examination was so accurate and trustworthy, that gynxco- 
logical diagnosis was established upon a scientific basis and had been more or less 
thoroughly dealt with in many text-books. But with the exception of Veit’s concise 
“Gynakologische Diagnostik” no work specially devoted to the subject had been 
published. Moreover, though much excellent work had been done with the microscope 
and had been recorded in such monographs as that of Ruge and Veit upon cancer, 
and in scattered articles in medical literature, the information was not readily avail- 
able or in a form suitable for beginners. Eight years’ experience in teaching at 
Berlin enabled Professor Winter to arrange his material in suitable didactic form 
while giving special consideration to the particular points which he had found most 
essential to impress upon his hearers, whether students or practitioners, and, as he 
had become more and more convinced of the value of microscopical methods, he 
secured for their exposition the co-operation of Carl Ruge, the first and most per- 
sistent advocate of these methods as applied to gynecology. 

That there was at that time a real need for a comprehensive text-book embodying 
the most recent methods of investigating, clinically and microscopically, the patho- 
logical conditions of the female genital organs, is evident from the facts that only a , 
year and a half afterwards the second edition appeared, and that in the same year, 
1907, the work was translated into Russian, Spanish and Italian. 

During the ten years which have since elapsed, gynecological diagnosis has been 
greatly developed, and the examination of excised or abraded tissue, at all events as 
regards disease of the uterus, has to a very great extent become a matter of routine, 
and in many places is carried out, or repeated, while the patient is on the operating 
table. Moreover, it is becoming generally recognized by medical men that among the 
responsibilities they have accepted none is more serious than the early diagnosis of 
cancer of the uterus, that a human life may be saved by a timely examination, and is 
too often lost merely by delay. A far greater interest therefore is now taken in 
microscopical examination than formerly, not only by specialists but by those 
engaged in general practice. 

The importance of early diagnosis in uterine cancer was urged upon the British 
Medical Association in 1895 by Mr. Knowsley Thornton, and again in 1903 by Sir 
William Sinclair, who then endorsed the suggestions made by Dr. Lewers in the 
Practitioner in 1902. The discussion of “The Measures to be Recommended to 
Secure the Earlier Recognition of Uterine Cancer” is a prominent feature on the 
Agenda of the Section of Obstetrics and Gynecology at the Exeter Meeting of the 
British Medical Association now going on, and may lead to very important and 
beneficial results by the established facts in regard to the curability of cancer by 
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earlier operation becoming more widely recognized. The question was placed pro- 
minently before our readers in the January number of this JouRNAL in a most 
interesting article by Dr. W. Anstruther Milligan, entitled “The Crusade against 
Cancer of the Uterus,” reviewing the steps that have been taken in various countries 
to combat the disease. 

Professor Winter has found that his extended experience and the change in his 
sphere of teaching have modified his views, and his ideas of the best way of formu- 
lating them, to such an extent that he has submitted the whole of his work to careful 
revision. This is more particularly the case with regard to the sections on General 
Diagnosis, Extra-uterine Pregnancy, Retroflexion, Myoma, Carcinoma, the Diseases 
of the Vulva and Vagina and those of the Urinary Tract. Professor Ruge also has, 
to a great extent, rewritten the sections under his care, and has substituted original 
drawings of his own for the microphotographs of Gebhard in the former editions. 
These changes have entailed the addition of about 200 pages to the book and the 
illustrations have not only been changed but are nearly doubled in number; very 
many are coloured and on two insets a remarkably instructive series of charts illus- 
trate, in Kaltenbach’s manner, the hemorrhages from the uterus in menstruation, 
gravidity, extra-uterine pregnancy, myoma, carcinoma and adnexal disease. 

The arrangement of the matter has not been altered; the general principles of 
objective diagnosis are first considered, with the technical methods of examination 
of the patient; the special diagnosis of the individual forms of gynecological disease 
are then dealt with, and finally, there is a section devoted to analytical diagnosis, 
that is to say, to investigating the causes of hemorrhage from the genitalia, of 
amenorrhea, of dysmenorrhea and of sterility, and to the differentiation of abdominal 
tumours. In regard to discharges other than blood, the reader is referred to the 
special diagnosis of the affections in which they occur. 

This arrangement accords with the aim of the book which is to teach objective 
diagnosis. Professor Winter holds that combined examination, including not merely 
bimanual palpation from the vagina and abdominal walls, but also the simultaneous 
digital examination from the rectum and vagina, and bimanual palpation from the 
rectum and abdominal wall, will in most cases suffice for an unimpeachable diagnosis, 
and that the symptoms and anamnesis are only to be used for diagnosis when, as is 
sometimes the case, the objective examination is insufficient (e.g., amenorrhea, 
endometritis, extra-uterine pregnancy). 

But the objective diagnosis of a gynecological malady is not to be considered com- 
plete or satisfactory unless, without straining, it accounts for all the symptoms com- 
plained of, and some other genital affection or quite frequently some disease of the 
liver, kidneys or stomach, may materially affect the syndrome. Though the anamnesis 
is to be subordinated to the objective examination, for many reasons it is to be taken 
before it. 

In young virginal, or extremely nervous, individuals, the psychic, nervous and, 
sometimes, even moral, injury may outweigh the advantages of a strictly objective 
diagnosis. 

In describing the methods of examination, Professor Winter recommends the 
ordinary examination couch rather than any chair in which the alteration of her 
position by screws or levers may frighten the patient; ambidexterity is to be 
cultivated, but changing hands unnecessarily is better avoided; two fingers are 
better than one, and here, and repeatedly in tha diagnosis of special affections, he 
insists on the advantages of rectal examination :—e.g., in palpating the ligg. rotunda 
and utero-sacralia; in retroflexion of the unimpregnated and of the gravid womb; in 
reposing retroflexion with the thumb on the portio in the vagina; in deep, small, and in 
medium sized ovarian tumours, in connexion with which an illustration is given of 
the Hegar-Schultze manceuvre: the examiner passes two fingers into the rectum, and 
with the other hand depresses the abdominal wall, while an assistant draws down the 
uterus with volselle and, with his other hand, forces the tumour upwards so as to 
stretch the pedicle; in pregnancy complicated by ovarian tumour; in cancer extending 
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to the parametrium or lymphatic glands and in recurrences; in pelvic peritonitic 
adhesions; in parametritis, especially p. posterior; and in maldevelopments of the 
internal genitals; moreover cancer of the rectum may come on insidiously, encroach 
upon the tissues between the gut and the cervix, and cause a tumour not infrequently 
taken to be a retro-cervical exudate until the primary focus is discovered by rectal 
examination. Sterilization of the hands is insisted on and indiarubber gloves are 
recommended. Specula are declared to be by no means necessary in every case. 

The sound is described as an instrument more useful to the expert than to the 
practitioner, and only to be employed on direct indications and when full information 
cannot be acquired without it. It is always dangerous in regard to infection and, 
even when cautiously used, may injure the uterine mucosa; it does not easily penetrate 
the normal walls of the uterus, but when the musculosa is softened by the fatty 
degeneration of the puerperium or by malignant new-growths, or when the organ is 
atrophied or its wall thinned owing to tha presence of myoma, a very slight force 
may cause perforation; in proliferating endometritis, cancer and subinvolution, the 
sound may cause profuse hemorrhage which, in case of the retention of large residua 
of abortion or placenta, may require control by plugging the cervix or stitching up 
the external os. The sound is absolutely contraindicated in pregnancy (the date of 
the last menstruation must always be ascertained), in acute inflammation, in hemato- 
cele or ectopic gestation, and in all purulent and suspicious catarrhs. The most 
painstaking asepsis is indispensable before its use, and the position of the uterus and 
the conditions about it must always be previously determined. It may be employed 
after bimanual palpation to confirm the diagnosis of the length of the uterus, the 
size of its cavity, its displacement, or the thickness of its walls. In the diagnosis of 
myomata and the differentiation between submucous, interstitial and subserous 
tumours, the sound plays a most important part, but its introduction is then often 
difficult and especially dangerous, and consequently demands especial skill and 
precautions. The chief function of the instrument is to determine the condition of 
the endometrium, its sensitiveness and the presence of any roughness or inequalities 
on its surface and, for this purpose, it is safer and better than digital examination. 
Even in hemorrhage digital examination need not be carried out until the sound and 
test curettage have proved insufficient. Digital examination is however indicated 
when the clinical symptoms contradict the microscopical diagnosis and the 
necessary dilatation is best effected by metal dilators (Hegar’s) up to 6 or 7 mm. 
and then one adequately thick laminaria tent. 


To secure the early diagnosis of malignant disease every medical man should be 
able, in any suspected case, to secure specimens for microscopical examination by 
excision or by the curette, but a limit must be placed on diagnostic zeal, benign 
processes do not justify either proceeding ; curettage requires narcosis but the excision 
of a morsel from the portio or lower part of the cervix is not painful. 


Several pages are devoted to cystoscopy in the general section and also in that 
on the diseases of the urinary tract where Luy’s segregator is described and 
pictured, but the student is referred to special treatises on the subject especially to 
Stoeckel’s Der Cystoscopie der Gynakologen; many coloured illustrations, however, 
elucidate this section. Catherization of the ureters is not recommended save in very 
rare cases, is indeed unnecessary owing to the development of chromocystoscopy. 

Bacteriological diagnosis unfortunately is rarely satisfactory when most wanted, 
and when easy is seldom essential. Radiography has been employed to detect bone 
in ectopic gestation and in dermoids, calcification in myomata, and stone in the 
bladder, ureter or kidney, but is of more use in regard to foreign bodies such as 
hairpins. 

The section on special diagnosis commences with an exposition of the topo- 
graphical anatomy of the female genital organs and the normal conditions found on 
palpation ; the normal histology is then described by Ruge, including the changes in 
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the uterine mucosa incident to the physiological process of menstruation; these 
changes, he points out, take place without loss of substance, and are quite distinct 
from the pathological endometritis membranacea. 

Winter discusses the diagnosis of pregnancy, normal and abnormal, including the 
various forms of extra-uterine gestation. The anatomical diagnosis of pregnancy is 
then undertaken by Ruge as regards the foetal parts, products of conception, and the 
changes in the maternal tissues; of the former a fragment of the umbilical cord is, 
he points out, quite typical and not unfrequently available. The microscopical 
diagnosis depends on the villi and decidua. Up to two and a half months the two 
epithelial coats of the villi are discernable, the more distinctly the earlier the 
pregnancy, but epithelial outgrowths diagnostic of villi are available for the first 
five or six months. In the mucosa, the change of the stroma cells into decidua cells 
is the most important, but decidua cells are not specific but only characteristic of 
pregnancy ; similar cells may occasionally be found anywhere in the uterus, and this 
point is afterwards insisted upon in the differential diagnosis of endometritis 
glandularis, from pregnancy on the one hand and from malignant disease on the 
other. 

The microscopic diagnosis of membranes expelled from the genitalia, especially 
from the uterus, follows, and these may be organized or unorganized: the so-called 
canalized fibrin closely resembles bony particles with Haversian canals; blood 
escaping slowly, especially into fluids, may be amazingly like chorionic villi, or like 
hydatid mole in an early stage; masses of viscous mucus enclosing large round cells 
may simulate sarcoma, or even syncytial elements; microscopical examination of 
such unorganized material is therefore always indispensable. From the uterus 
dysmenorrheal membranes may be discharged (decidua menstrualis is a bad term) 
or a decidua graviditatis, or cystic fragments of hydatid moles. 

It is not necessary to analyse the diagnosis and differential diagnosis of the 
different diseases of the genitalia. In the whole of the section there is nothing to 
dissent from, and as before, objective diagnosis is aimed at throughout. In regard to 
the complication of myoma by carcinoma, particular mention is made of Simpson’s 
pains, severe and recurring at a certain time of the day, as a reason for suspecting 
cancer and consequently, as for any other suspicious symptom, for curetting the 
uterus and microscopic examination. It must, however, be the rule in every case in 
which the uterus is curetted, to examine the débris, even when no suspicion of 
cancer exists ; one-third of Winter’s cases of cancer of the uterus have been detected 
in this way. 

Excellent as we have found the clinical portions of the book, the account given of 
the microscopical diagnosis of normal and pathological conditions is quite as admir- 
able. The production of the work is remarkably good; there are hardly any 
errata; the illustrations are exceptionally well produced, and we can say from 
comparison of the book with the second edition, that for the elucidation of the 
text Professor Ruge’s drawings are a great improvement upon the microphotographs. 
The coloured plates for the most part appear in the text, but such pages are printed 
on specially selected paper. We cannot but regret that, for our colléagues who do 
not read German, no such special text-book is yet available. 





